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EDITORIAL 


Common Emotional Expressions 








FREDERIC R. STEARNS, Editor 


People laugh, cry, yawn—these are 
the ordinary expressions of emotion 
and stress. They are taken as a 
matter of course. Yet, in fact, their 
physiology and their pathophysiolog- 
ical relevance are not very well 
understood. 


LAUGHING 

Laughter, according to Fabing, in 
physiological respect is a result of a 
massive instantaneous stimulus 
which “‘calls forth a total bodily re- 
action, and many have experienced 
the ultramarginal nature of it,”’ re- 
sulting in motor weakness. Anatom- 
ophysiologically, laughing consists 
of rhythmic, spasmic expiratory 
movements in which the glottis is 
open; automatic quivering of the vo- 
cal cords is responsible for the 
characteristic sounds. Darwin, who 
was interested in emotional expres- 
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sion, described laughing as deep in- 
spiration followed by brief, periodic, 
spasmodic contractions of chest and 
diaphragm, opening of the mouth 
with backward and upward drawing 
of its corners and raising of the up- 
per lip, movements of head and low- 
er jaw, contraction of the orbical 
muscles and reiteration of the dis- 
tinctive laughing sounds. It has been 
suggested that the mechanism of 
laughing is prompted by subcortical, 
probably hypothalamic centers. J. P. 
Martin has derived this contention 
from pathophysiological facts. In or- 
ganic brain disease a number of dis- 
orders of the laughing function have 
been observed. Excessive laughing 
(and crying) in cases of organic dis- 
orders of the brain is due to impair- 
ment of the control mechanism, so 
that laughter becomes excessive and 
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continuous, ‘‘Possibly long after the 
patient desires to stop.’’ Such laugh- 
ter is pathognomic in impairments 
of both pyramidal tracts. Further- 
more, in epilepsy the laughing cen- 
ter may be involved so that laugh- 
ing occurs as part of an epileptic 
seizure or even is an epileptic equiv- 
alent. Martin describes a few inter- 
esting cases in which pathological 
laughing was a factor; one case was 
an aneurysm of the basilar artery 
encroaching upon the floor of the 
third ventricle, another case. was a 
subarachnoid hemorrhage, originat- 
ing from the posterior communicat- 
ing artery, involving the third ven- 
tricle and the basal structures bilat- 
erally, and, then, a case of multiple 
sclerosis with a lesion at the top of 
the brain stem. It is well known, 
also, that laughter has been ob- 


served to antecede cataplexy, a brief 
attack of flaccid paralysis affecting 
the entire musculature (M. Levin). 


There have been many theories of 
normal laughter, emphasizing the 
psychological aspect of the problem. 
Spencer has pointed out that the dif- 
fuse movements in laughing relieve 
‘‘surplus of energy of mental excite- 
ment’’. Thompson has stated that 
laughter is ‘‘primarily a localized 
relaxation of control under the stim- 
ulus of strong emotion, sudden sur- 
prise, an unexpected failure, an in- 
congruity, etc.’’ On the other hand, 
Leigh Hunt does not agree that 
‘“‘modern, civilized laughter implies 
lack of control’’ as the predisposition 
for laughter has been socialized and 
moralized. MacDougall sees in 
laughter relief of ‘‘sympathetic pain 
involved in contemplating some mal- 
adjustment of disharmony,’ and 
Gopolaswami assumes that laughter 
has ‘‘evolved out of men’s defense 
group of impulses.”’ 
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CRYING 

One has to differentiate betw2en 
lacrimation due to local causes ind 
crying induced by central stimuli, 
Lacrimation may follow a strong 
scent, a blow, foreign bodies in the 
eye, exposure to cold, and may bea 
sign of pathological local irritat on. 
Very young children cry ‘‘voca'ly” 
before lacrimation occurs. Darwin 
observed that the most common age 
for the first crying with shedding of 
tears is about three months. Stewart 
Duke-Elder, recently, has agreed 
with this statement. Darwin believed 
that lacrimation originates in the 
child ‘‘in the gorging of the blood 
vessels of the eye as a result of pro- 
longed screaming. This gorging is 
associated with a contraction of the 
periorbital muscles and with other 
effects which react reflexly on the 
lachrymal glands and induce exag- 
gerated secretion of tears.’’ Thomp- 
son stresses that crying is due to 
excitation of the sympathetic nerv- 
ous system and that an excessive 
secretion of adrenalin, following 
emotional upset, is a factor in the 
causation of secretion of tears. As to 
pathological crying it has been ob- 
served intermittently, sometimes al- 
ternating with fits of laughter, in 
cortico-meningeal lesions. Hysterical 
lacrimation is also a familiar ob 
servation, sometimes accompanied 
by facial spasms, photophobia and 
blepharospasm (Duke-Elder). Volun- 
tary lacrimation as an exceptional 
occurrence has been mentioned by 
Gualdi. So-called crocodile tears 
have been seen to occur oftenest as 
a sequel of facial nerve palsy as 2 
consequence of misdirection of re 
growing parasympathetic fibers. 


YAWNING 


Salmon describes yawning as an 
automatic reaction of the bulbar res- 
piratory nucleus; it is an automatic 
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respiratory phenomenon. As _its 
meciianism is governed by those 
centers which are responsible for au- 
tonomic movements, it is under- 
staniable that ‘Yawning is pro- 
duced, voluntarily, by imitation and 
sstion,’’ and that it is found as 
;n2enomenon related with emo- 
“Even though it is produced 
unger, by cerebral anemia and 

cer iin affections showing no rela- 
tior to sleep, it is a characteristic 
sig) of the need of sleep.’’ Author 
alsc contends that yawning is ‘‘en- 
cou aged by vagal hypotonia, given 
the ‘unctional relations of the vagus 
wit! the respiratory nucleus.’’ H. 
Hur has emphasized that yawning is 
caused by slow contractions of the 
diaphragm and that these repeated 
con'ractions with following yawning 
have been observed as an aura of 
epilepsy, and that it also occurs in 
hysteria, in digestive disorders, and 
in drowsiness. Some have seen in 
yawning as ‘“‘complex respiratory re- 
flex associated with boredom, irri- 
tating mental effort and mild anxi- 
ety.’ The imitative character of 


yawning has been repeatedly men- 
tioned in the literature. Janet refers 
to yawning as an example of ‘‘imita- 
tive contagion’”’ in his ‘‘“Major Symp- 
toms of Hysteria.’’ Others classify it 
among the association or perception 
reflexes; yawning may be “invoked 
in consequence of a visual impres- 
sion of someone else already en- 
gaged in the act.’’ In organic patho- 
logical respect, Wechsler has re- 
ferred to so-called yawning cramps 
which have been observed in tumors 
and abscesses of the brain. Recently 
yawning has been linked with the 
arterial blood oxygen saturation 
levels which fall off from the normal 
waking level to lower presleep and, 
finally, sleep levels. According to 
Doust and Schneider, the various 
physiologic concomitants of sleep 
closely resemble those accompany- 
ing states of anoxemia. 
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The Coronary Problem 


ALPHONSE McMAHON, M.D., St. Louis, Missouri 


Insufficiency of the coronary circu- 
lation is the basic factor underlying 
the symptoms accompanying acute 
and chronic coronary arterial dis- 
ease. The effect on the myocardium 
and the ultimate clinical manifesta- 
tions are the result of the reduction 
of blood flow due to narrowing or 
occlusion of the coronary vessels and 
the compensatory development of 
larger than normal collateral chan- 
nels. 

Angina pectoris, ‘‘coronary fail- 
ure,’’ and acute myocardial infarc- 
tion are the three clinical syndromes 
associated with acute and chronic 
manifestations of insufficiency of the 
coronary circulation. Early diagno- 
sis and adequate treatment in the 
first two of these manifestations may 
result in relative comfort to the pa- 
tient and may perhaps prolong life 
by delaying the onset of the patho- 
logical changes which ultimately re- 
sult in the occlusive syndrome with 
acute myccardial infarction. The use 
of anticoagulants should be _ con- 
sidered in recurrent ‘‘coronary fail- 
ure.”’ These drugs have been recom- 
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mended also for use in the anginal 
syndrome. 


Acute myocardial infarction must 
be diagnosed early if active ener- 
getic therapy is to be instituted with 
the hope of successful outcome. The 
ascertainment of the relative severi- 
ty of the clinical condition will aid 
in outlining the use of anticoagulant 
drugs. Measures to combat compii- 
cations occurring with acute myo 
cardial infarction should be _insti- 
tuted early and carried out vigor 
ously. 


The solution of the coronary prob- 
lem rests in the ultimate discovery 
of diagnostic procedures that will 
determine with certainty the indi- 
vidual who presents a predisposition 
to coronary artery disease, or who 
may present the earliest signs of 
atherosclerotic changes. The _insti- 
tution of preventive or corrective 
therapy may follow upon this infor- 
mation. The diagnosis of the disease 
made possible by the occurrence of 
the coronary accident offers little 
hope for the correction of the bas'c 
abnormality. 

(West Virg. Med. J., 49:1, 1953.) 
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ORIGINAL ARTICLES 


The Painful External Hemorrhoid 


a simple technique for 
the management of painful 


external hemorrhoids 





JOSEPH M. GROSS, M.D., Brooklyn, New York 
Associate Proctologist, Beth-El Hospital. 


While the external hemorrhoid is 
the most commonly observed anal 
pathology, it has nevertheless re- 
ceived very little attention in the lit- 
erature. The therapeutic approach 
has been via the knife or the calen- 
dar—‘‘cut it out’’ or ‘“‘wait it out’’— 
both are unsatisfactory from either 
the patient’s or the surgeon’s view- 
point. The suggestion of surgery 
very frequently elicits an intense 
fear reaction in the patient, and usu- 
ally results in an uncooperative at- 
titude unless the pathology is con- 
sidered to be of an emergency na- 
ture. 


The various ointments and suppo- 
Sitories that have been prescribed 
are chiefly of psychologic value. At 
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best, these agents do no more than 
temporarily relieve some of the 
symptoms. In general, palliative 
therapy has been of little value. This 
report is concerned with a non-op- 
erative approach which has resulted 
in a high degree of both immediate 
symptomatic relief as well as to at- 
tack the basic pathology involved. 


INTERNAL AND EXTERNAL 
HEMORRHOIDS 

The term ‘‘hemorrhoids’” com- 
prises of both the internal as well as 
the external types. The words ‘“‘in- 
ternal’? and ‘‘external’’ refer solely 
to their site of origin, and both have 
been generally considered as being 
of a basically similar etiology. 
Among the anatomic factors that 
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have been suggested as a possible 
cause are the well-known features 
of the portal venous system. More 
particularly, the absence of valves 
and the long column of blood which 
in upright posture extends from the 
internal hemorrhoidal plexus to the 
liver. Among these should be con- 
sidered the arrangement of the col- 
lecting veins in the lax rectal-sub- 
mucosa, where the venous return 
may be obstructed by impaction of 
the hard fecal mass in the rectal lu- 
men and also the liability of the 
veins to compression as they pass 


through the muscular wall of the 
rectum. 


The one significant difference be- 
tween external and internal hemor- 
rhoids is that externals are covered 
by a relatively tough squamous 
epithelium whereas internal hemor- 
rhoids are covered by a thin friable 
mucosa. Thus when a varicosity rup- 
tures in an internal hemorrhoid, the 
mucosa is torn and blood appears. 
When a varicosity ruptures in an ex- 
ternal hemorrhoid, the overlying 
skin remains intact despite severe 
distension and pain results. Thus ex- 
ternal hemorrhoids rarely bleed but 
usually give pain whereas internal 
hemorrhoids usually bleed and 
rarely hurt. 


SPASM 


The rectum derives its innervation 
from the afferent and efferent nerves 
of the visceral portion of the nervous 
system. This area is supplied by the 
cerebro-spinal portion of the nervous 


system, and while the rectum is 
rather insensitive to pain, the peri- 
anal area is most acutely sensitive to 
stimuli. The nerves that supply the 
lining of the anal canal also send 
branches to the external sphincter 
and the levator ani muscles. Thus, 
peripheral irritation is often fol- 
lowed by a reflex contraction of 
these muscles and, therefore, spasm 
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is a common symptom of the ex. 
ternal hemorrhoid. 

This spasm further restricts nor- 
mal circulation to the area and con- 
sequently promotes venostasis. The 
spasm which originates from pain- 
stimuli initiates a vicious cycle 
which acts to sustain the pathologic 
state. It is obvious that interruption 
of the pain-spasm cycle will restore 
circulation and promote the rapid 
absorption of the local edema. ‘This 
interruption of the pain-spasm cycle 
may be readily accomplished with 
the use of local anesthesia. 


The injection of the usual aqueous 
local anesthetic solutions will break 
this muscle spasm and provide mod- 
erate drainage of the edema. How- 
ever, the duration of anesthesia, 
which is a matter of an hour or so is 
not sufficient to provide for adequate 
drainage and thereby aid the resorp- 
tion of the mass. For this reason pro- 
longed local anesthesia is preferred. 
We have found Efocaine® to be the 
drug of choice as we noted in our re- 
cent study! and the techniques de- 
scribed in this study refer to its par- 
ticular use. 


The painful external hemorrhoid 
may be classified into two groups: 


TYPE | 


Figure I is the common external 
thrombotic hemorrhoid. The throm- 
bus results from venostasis follow- 
ing increased abdominal pressure 
and backflow of blood. This may re- 
sult from straining at the stool; from 
abdominal and pelvic pressures aris 
ing from pregnancy, uterine fibroids, 
abdominal masses; or from a rectal 
congestion due to postural or other 
defects arising from employment or 
even the lifting of heavy packages. 

The patient frequently complains 
of a sudden onset of a painful lump 
at the anus, usually related to some 
strain. If the onset was a few days 
previous, a slow improvement in the 
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FIGURE | 
External Thrombotic Hemorrhoid 
The thrombus has not eroded through 


the epithelium but may be readily dis- 
cerned. 


























symptoms will have been noted. Ex- 
amination shows a tense, tender 
swelling at the anus covered with a 
smooth shining skin. The bluish color 
of the contained clot is usually vis- 
ible 

The external thrombotic hemor- 
trhoid may either be single or multi- 
ple; if multiple there may be a large 
swelling involving half the circum- 
ference of the anus with several clots 
palpable in it, and a varying amount 
of peri-anal edema. This conglom- 
erate type of anal hematoma forms 
in connection with the external hem- 
orrhoidal plexus, and is deep to the 
corrugator curtis ani muscle where- 
as the localized globular variety is 




















































i” superficial to it. The thrombus ex- 
a erts a pressure on the nerve endings 





and the body attempts to counteract 
these painful sensations by spasm. 


This cycle may be postulated as fol- 
lows: 







Venostasis from impaired circula- 
tion lend to the thrombus which re- 
sults in pain causing a spasm. This 
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spasm increases the venostasis and 
the resultant edema causes disten- 
tion of the hemorrhoidal tissue 
which results in a mass. The pres- 
sure resulting then stimulates the 
sensitive nerve endings to provide 
pain stimuli which, in turn, starts 
the cycle again. 


This cycle may be broken by in- 
jecting the anesthetic agent into the 
deeper subcutaneous tissue beneath 
the thrombotic area. Even if there 
is no apparent spasm, injection into 
the sphincter muscle should be made 
for prophylactic relaxation. 


TECHNIQUE 


The technique is to insert the nee- 
dle approximately two inches away 
from the pathology. Two to three cc 
of Efocaine are injected in a fan- 
wise manner into the deeper subcu- 
taneous tissue in the quadrant of the 
rectum with the involved pathology. 
If only parts of the anus are throm- 
bosed and if the injection is made 
before the skin is ulcerated, surgery 
is frequently avoided. 


FIGURE Il 
The Acute Edematous External Hemorrhoid 
Thrombi have not yet formed although 
the infrequent mass may contain the 
beginnings of clot formation scattered 

throughout. 
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TYPE 2 

Figure II is the acute edematous 
external hemorrhoid frequently con- 
fused with the previous classifica- 
tion. This type of hemorrhoid is less 
common but just as painful. It is 
differentiated from the external 
thrombotic hemorrhoid in that it 
does not show thrombosis at the on- 
set. Its etiology may be postulated as 
follows: 


Sphincter spasm caused by pain 
arising from a traumatic injury, for 
example, a hard and dry bowel 
movement, marks the intra-sphinc- 
teric lymphatics which produce 
edema. With the development of the 
edema the tissue distention gives 
rise to pain stimuli which, in turn, 
promotes further spasm. Throm- 


bosis develops only if the distention 
is sufficient to produce venostasis 
and consequent rupture of the small 
venules giving rise to a hematoma 
thereby progressing into Type 1. 


This cycle may be postulated as 
starting with trauma and pain 
which, in turn, produce spasm. The 
spasm results in venostasis edema 
which causes the pain and, thereby 
perpetuating the cycle. The early in- 
jection of the anesthetic solution into 
the sphincter will break the spasm 
and promote lymphatic drainage. In 
this way thrombosis may be avoid- 
ed. However, if the hematoma has 
already formed the resultant throm- 
bus may be reabsorbed because of 
the increased circulation and drain- 
age to the area. 


TECHNIQUE 

The recommended technique is to 
inject directly into the sphincter 
muscle — one to two cc of Efocaine 
keeping the finger in the rectum as 
a guide in order to prevent improper 
placement of the drug. Anesthesia 
under the bed of the hemorrhoid is 
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not needed, and only sphincter re- 
laxation is sought. The results are 
extremely dramatic. The shrinkige 
of the acute hemorrhoidal mass gen- 
erally is observed in a matter of 
minutes while the patient is still in 
the office. 


The following cases serve to illus- 
trate the use of this technique in 
the conservative management of the 
painful external hemorrhoid. 


CASE REPORTS 

Case No. 1. Female—30 years old 
complained of a sudden onset of se- 
vere ano-rectal pain and swelling 
which had developed two weeks post- 
partum. Examination revealed huge 
external edematous hemorrhoids 
with scattered small thrombi. (Fig. 
III, No. 1.) This type of external 
hemorrhoid is Type 2 which has 
begun to revert into a Type 1. 
Efocaine was injected in a fan 
wise manner into the deeper sub- 
cutaneous tissue (2cc on each side) 
and an additional two cc were inject- 
ed (fan-wise) into the sphincter. The 
pain was relieved, and the shrinkage 
of the external piles were observed. 
(Fig. III, No. 2.) There were no re 
turns nor further complaint. 


Case No. 2. Female—28 years old de- 
veloped an intense pain and swell 
ing in the ano-rectal region the pre- 
vious day. Salves and suppositories 
were applied all of that day and 
night with no relief. Examination re 
vealed spasm of the subcutaneous 
sphincter ani with large edematous 
hemorrhoids of Type 2. (Fig. Il, 
No. 3.) Eight cc of Efocaine were 
injected subcutaneously as well as 
into the sphincter to relieve the 
spasm. Pain relief was immediate, 
and subsidence of the hemorrhoids 
resulted. (Fig. III, No. 4.) There were 
no further difficulties encountered. 


Case No. 3. Male—35 years old com: 
plained of pain and swelling of the 
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FIGURE III 


These photographs were taken approximately 15 to 20 minutes apart. No treatment 
other than local infiltration was administered. 
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anus of approximately two days dur- 
ation. The history revealed a similar 
episode had taken place 1% years 
previously. On examination spasm 
of the subcutaneous sphincter ani 
was observed with the presence of 
edematous external hemorrhoids, 
containing a few small thrombi, and 
eroded internal hemorrhoids. Eight 
ce of Efocaine were injected to give 
immediate pain relief and shrinkage 
of the external hemorrhoids. Elec- 
tive surgery was scheduled four 
days later and carried out with un- 
eventful convalescence. 


and shrinkage of the thrombus ob. 
served. (Fig. III, No. 6.) 


CONTRAINDICATIONS 


While these cases serve to illus. 
trate what may be accomplished 
through the use of an injectional 
technique, certain contraindications 
should be noted. The main contra- 
indication against the use of any 
anesthetic approach is as a substitu- 
tion for surgery. However, in some 
instances, where a solitary external 
thrombotic hemorrhoid exists, the 
relief of the pain spasm and the 


FIGURE IV 


Contraindications for the injection of local anesthetic solutions would be the external 
thrombotic hemorrhoid where erosion had taken place and/or the presence Of 


infection. 


Case No. 4. Female—33 years old 
complained of a lump about the anus 
for a few days, and of a constant 
throbbing pain. Examination re- 
vealed a thrombosed_ external 
hemorrhoid on the right posterior 
quadrant of Type 1. (Fig. III, No. 5.) 
Two cc of Efocaine were injected 
in a fan-wise manner into the deeper 
subcutaneous tissue under the bed 
of the thrombus, and Icc distributed 
evenly into the sphincter from the 
same point of entry. Relief was noted 


190 


resultant increased drainage may be 
sufficient to provide resolution of the 
mass. Where bilateral edematous or 
thrombotic hemorrhoids are present 
injection therapy gives immediate 
relief and tends to reduce the dan- 
ger of increased thrombosis, there 
by permitting more careful schedu!- 
ing for elective hemorrhoidectomy. 

The use of local anesthetic injec 
tional procedures are contra-indicat- 
ed where a thrombus has already 
ulcerated through the skin and/o 
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where there are signs of infection. 
In these instances the preferred 
technique should include excision of 
the thrombotic area (clot and skin) 
which is preferred to incision and 
enucleation of the clot. This latter 
technique lends itself readily to fur- 
ther clot formation and poor drain- 
age Excision provides good drain- 
age of the wound and leaves no la- 
tent skin tag. 

Experiences with this technique in 
a consecutive series of patients were 
mos! dramatic. No difficulties were 
enccuntered which may be attribut- 
ed cither to the anesthetic agent, or 
to the technique. Some patients ex- 
perience the initial transient sting- 
ing sensation on the introduction of 
Efocaine, which may be controlled 
by the use of a preliminary skin- 
wheal with procaine hydrochloride 
solution. However, in most _in- 
stances, discussion with the patient 
before the injection is carried out, 
will serve to eliminate any element 
of surprise. The stinging sensation is 
of no clinical consequence and is not 
disturbing to the patient if adequate 
forewarning is made. Through the 
use of this technique immediate pain 


Repair of External Oblique Hernia 


After opening of the inguinal canal 
and isolation of the cord, the sac is 
dissected, ligated and resected. Then 
the sac is fixated at the inner sur- 
face of the joined tendon. A wide 
musculoaponeurotic band is formed 
from the joined tendon; this band is 
guided beneath the cord and then 
over the tendon to the surface of 
which it is sutured. This technique 
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relief may be afforded to the patient 
generally without resorting to sur- 
gery. 


SUMMARY 

1. The clinical aspects of the pain- 
ful external hemorrhoid have been 
presented and a simple technique for 
its management in the ambulatory 
patient is presented. 

2. Clinical experiences with the use 
of this technique are described to 
present the significant features en- 
compassed by it as well as to dis- 
cuss its indications and contraindica- 
tions. 

3. Through the use of local infil- 
tration of Efocaine, a prolonged 
acting local anesthetic solution, im- 
mediate pain relief, as well as 
shrinkage of the hemorrhoidal mass, 
is observed. 


4. Through the early institution of 
this procedure surgery may be fre- 
quently avoided and this localized 
therapy is generally adequate to re- 
verse this pathologic state. 

1. Gross, J. M. and H. E. Shaftel: The Role of 


Efocaine in Anorectal Anesthesia and Anal- 
gesia, N. Y. State J. Med., 52:1413, 1952. 


reenforces the deep opening of the 
inguinal canal. Now nylon sutures 
are arranged in a U form in the deep 
layer including the aponeurosis of 
the major oblique muscle, the ilio- 
pubic band and the joined tendon; 
author suggests to place also a 5-6 
sutures at the external opening of 


the cord. 
{3505° Gaillard, La Presse Medicale, 60:1402, 
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Clinical Considerations of Rubella 


A summary of clinical 


observations in an epidemic 


of 100 cases of rubella 


ROBERT S. KALMANSOHN, Ist Lr., M.C. 
Formerly Assistant Resident in Medicine, Harvard Medical 
Service, Beth Israel Hospital, Boston, Mass. 


Although the clinical picture of ru- 
bella has been well described, there 
have been few opportunities to ob- 
serve this disease in epidemic form. 
We were presented with such an 
opportunity on the contagious wards 
of the U. S. Army Hospital, Fort 
Belvoir, Virginia in January, 1952. 


We will present only those obser- 
vations which we feel are unique. 


The patients were all within 17 to 
25 years of age and were male sol- 
diers. Past history of the presence 
of absence of rubella was not help- 
ful, as several patients had experi- 
enced rubella, rubeola or both on 4 
or 5 occasions. All patients were hos- 
pitalized within 24 hours of the onset 
of the exanthem. 


1. Kalmansohn, R. B. Rubella (German 


Measles). New Eng. J. Med. 247: 428-429, 


1952. 


(From the Medical Service, U.S. Army Hos- 


pital Fort Belvoir, Virginia.) 
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EXANTHEM 


None of our patients presented a 
characteristic exanthem, previously 
described.*:3 However, several pa- 
tients complained of soreness of 
the gums of such severity that their 
intake of food was sharply curtailed; 
objectively, these patients presented 
evidence of moderate to marked 
gingivitis. No predominant organism 
was cultured from the gums of these 
patients, and they showed no unus- 
ual systemic reaction. Local treat- 
ment sufficed in all these cases. 


RASH 


The rash tended to be kaleido 
scopic or polymorphous in type, as 
observed by others.4:1 Of diagnos- 
tic importance, as will be empha 
sized subsequently, was the al 


2. Pospischill, D. Uber Rubeolae und Dop 
lexantheme. Jahrb. f. Kinderh. 59:73 
76, 1904. 
3. Forchheimer, F. Exanthem 
— Tr. Am. Pediat. Soc. 


of German 
10:118-128 
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most complete absence of pruritis. 
When the latter symptom was pres- 
ent, another diagnosis was sought 
for and always found. Two patients 
had the so-called rubella ecchymot- 
ica as described by Strom,® of 
Stoccholm. The rash in these cases 
last’-d 5 to 7 days, instead of the 
usu:| 1 to 3 days. In one patient, 
blee ling time, clotting time, platelet 
court, peripheral blood smear, and 
Rumpel-Leeds tourniquet test were 
all v ithin normal limits. Possibly the 
extr ivasation in these cases was due 
to pirahaemophilia or capillary fra- 
gility not discernible by the tourni- 










































































Abnormality 

Right axis deviation 
Sinus bradycardia 
Sinus arrhythmia (arrhythmia) 
Premature auricular beats 


ed above must be attributed to bed 
test, the known bradycardia associ- 
ated with viral diseases, the known 
presence of sinus arrhythmia in the 
younger age groups, and the pres- 
ence of premature auricular beats in 
normal persons in response to cer- 
tain stimuli. 


The ocular manifestations were 
minimal. Burning of the eyes was 
encountered, but photophobia was 
rare. Catarrhal palpebral conjuncti- 
vitis, contrary to previous observa- 
tions. On one of the patients, 
there was a nodular palpebral con- 
junctivitis with the complaint of a 


4. Wesselhoeft, C. Rubella (German Mea- 
sles). New Eng. J. Med. 236:943-950 and 
978-988, 1947. 

Strom, J. Hamorrhagische Form von Ru- 
beola (Rubeola ecchymotica) Acta med. 
Scandinav. 105:160-169, 1940. 

. Fine, I., Brainerd, H., and Sokolow, M. 
Myocarditis in Acute Infectious Diseases 
Circulation 2:859-871, 1950 

Reprinted with the permission of the New 
England Journal of Medicine. 








































ow 








a 


















pril, 1953 





eee eee eee wee eee 


eee eee eee eee eee ee 


quet method. 


GENERAL PHYSICAL FINDINGS 


Because of the frequency of myo- 
carditis reported with other conta- 
gious diseases,® a separate study 
was undertaken to determine the 
presence of this complication in ru- 
bella. Evidence was sought for on 
the basis of history, physical exami- 
nation, and laboratory studies. The 
electrocardiographic findings are 
summarized in Table 1, as previous- 
ly presented. ! 


There was no clinical evidence of 
myocarditis. The abnormalities not- 


TABLE 1* 
Abnormalities noted in electrocardiograms of 13 patients 


No. of Patients No of tracings 


shneenaen 1 2 
isaewsnee 5 8 
beeenewan 9 23 
senaeatinn 1 3 


foreign particle in his eye. On none 
of the patients were the eye find- 
ings a prominent part of the picture. 

The lymphadenopathy was care- 
fully studied in all of these patients. 
The anatomical location is summa- 
rized in Table 2. 

30% of these patients had the pre- 
senting complaint of ‘‘knots’’ in the 
neck, behind or in front of the ears, 
or under the chin. The lymphadenop- 
athy preceded the onset of the ex- 
anthem by approximately 72 hours 
in 6 patients, approximately 48 hours 
in 4 patients; in the remaining 20 
patients, the palpable adenopathy 
appeared within 24 hours of the on- 
set of the rash. The diagnosis was 
correctly forecast in a few patients 
when the characteristic adenopathy 
appeared prior to the development 
of the rash. In the past, the chief 
emphasis has been placed on the en- 
largement of the posterior auricular 
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TABLE 2* 
Anatomic Location of Lymphadenopathy in 100 cases of Rubella 


Lymph Node Affected 


Posterior cervical 
Posterior auricular 
Anterior auricular 
Axillary 
Epitrochlear 
Anterior cervical 
Inguinal 
Sublingual 


lymph nodes.4:7-8 There has been 
lesser emphasis on other sites of 
lymphadenopathy. Contrary to the 
usual concept, enlargement of the 
posterior cervical nodes was more 
common than enlargement of the 
posterior auricular nodes. Further- 
more, the lymph nodes in the for- 
mer location tended to be larger than 
those in the latter location. 


80% of the patients had enlarge- 
ment of the posterior auricular 
nodes. Although percentage wise this 
finding was less common than pos- 
terior cervical lymphadenopathy, it 
assumed greater diagnostic signifi- 
cance because of its usual absence 
in rubeola. Enlargement of the an- 
terior auricular nodes was found in 
52%, a finding not previously empha- 
sized. Several of these patients were 
admitted with the diagnosis of epi- 
demic parotitis. However, the dis- 
crete outline of the nodes and the 
absence of a posterior component or 
other salivary gland involvement 
served to differentiate these condi- 
tions. 16% had sublingual lymphad- 
enopathy; in 2 patients, the en- 
lergement was of sufficient propor- 
tions to be the patient’s chief com- 
plaint throughout the course of the 
illness. Axillary adenopathy was 


7. Todd, D. M. Rubella. Brit. M.J. 1:718, 
1940. 


8. Michael M. Rubella: report of epidemic 
of eighty cases. Arch. Pediat. 25:598-606, 
1908. 


* Reprinted with permission of the New Eng- 
land Journal of Medicine. 


194 


(%) Incidence of enlargement 


present in 48%, epitrochlear lym- 
phadenopathy in 36% and inguinal 
adenopathy in 30% of the cases; in 
none of these groups of cases was the 
lymphadenopathy prominent subjec. 
tively or objectively. Surprisingly 
the anterior cervical chain of lymph 
nodes was enlarged in only 30% of 
the patients, and in these patients 
was possibly accounted for on the 
basis of more pronounced pharyngi- 
tis. The enlarged lymph nodes re 
ceded with the rash but were stil 
palpable 3 to 5 days after the onset 
of the exanthem. 


COMPLICATIONS 

For all practical purposes, no 
complications were noted in these 
patients; however, in an epidemic 
reported in Pennsylvania (9), all pz 
tients had severe arthralgia in the 
hands. The arthralgia appeared as 
the rash was receding and was se 
vere enough to limit activity of the 
joints in a few patients. None of ow 
patients demonstrated this compli 
cation. 


DIAGNOSIS 

During the course of this ep 
demic, many patients were admitted 
to the ward with the diagnosis d 
rubella who were subsequently prov 
en to have another disease. The dis 
eases 
difficulty 


in differential diagnosis 


9. Hoover, P. A. Arthralgia in Rubella (Co 
respondence) New Eng. J. Med. 2 
696, 1952 
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which presented the mosig-— 









were rubeola, infectious mecnonucle- 
osis, dermatitis venenata, scarlet 
fever, penicillin reaction, secondary 
syphilis, insect bites and pityriasis 
rosex. These diseases will be con- 
sidered individually in no particular 
orde®. 


RUBEOLA 

The patients with rubeola were 
usuc lly more ill subjectively and ob- 
jectively with high fever and prom- 
inen' cough. The conjunctivitis was 
of the purulent type with adherence 
of the eyelids. Photophobia was 
usually marked. Koplik spots, when 
found, were diagnostic. The exan- 
them: was usually brighter red, more 
generalized and more pruritic in ru- 
beola; also the rash lasted longer. 
Complications, particularly, respir- 
atory, were relatively common here. 
The posterior auricular nodes were 
rarely enlarged in rubeola and then 
not to the degree observed in rubella. 
Despite these multiple differential 
diagnostic points, it must be em- 
phasized that severe cases of ru- 
bella or mild cases of rubeola are 
difficult if not impossible to defi- 
fniiely diagnose. 


INFECTIOUS MONONUCLEOSIS 

To our surprise we were presented 
with the differential diagnosis of ru- 
bella and infectious mononucleosis 
se 2 several cases. In the aver- 
age case, infectious mononucleosis 
should offer little difficulty with the 
lymphocytosis, elevated heterophile 
agglutination test, the usual absence 
of exanthem, the presence of sple- 
nomegaly, the abnormal liver func- 
tion,!®.11 the protracted clinical 
course, and the occasional central 
‘nervous system involvement-!2 

“i However, we observed several pa- 
‘Biients with apparently typical ru- 
“0. Cohn, C. I. Hepatitis 




















































































































































and Lidman, B. 
without jaundice in infectious monucleosis. 
J. Clin. Investigation 25:145-151, 1946. 

Bl. Kalmansohn, R. W. Unpublished studies. 
" 2. Kalmansohn, R. B., Conte, N. F., and 

Cavallieri, R. Coma in infectious mononu- 
Cleosis New Eng. J. Med. 
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bella with abnormal cephalin cho- 
lesterol flocculation and thymol tur- 
bidity tests which subsequently re- 
verted to normal. Because of the 
presence of disturbed liver function 
in almost all cases of infectious mon- 
onucleosis and the supposed absence 
of this finding in rubella, the diag- 
nosis in these cases was open to some 
doubt. These patients showed no 
tender hepatomegaly or prolonged 
hospital course; furthermore when 
the tests of liver function were run 
on a group of patients with typical 
rubella, the results were normal. Al- 
though no conclusions can be drawn 
at this time, the possible relation 
between these two conditions de- 
serves further clarification as well 
as the possibility of low grade hep- 
atitis in rubella. 


DERMATITIS VENENATA 

Several patients entered with the 
diagnosis of rubella with character- 
istic dermatitis venenata; the rash 
in this group of patients was usually 
pruritic, and confined chiefly to the 
area of contact to the offending 
agent. A history of contact with this 
agent was obtained, and the charac- 
teristic lymphadenopathy of rubella 
was absent. We had little difficulty 
in diagnosing these patients. 


SCARLET FEVER 

These patients were diagnosed by 
their tongue signs, presence of 
marked pharnygitis, absence of 
characteristic lymphadenopathy of 
rubella, presence of Pastia’s sign, 
and the marked systemic reaction. 
The milder cases were difficult to 
differentiate. 


PENICILLIN REACTION 

Several patients with penicillin re- 
action were admitted with diagnosis 
of rubella. Possibly the best differ- 
ential point was the marked degree 
of pruritis here in contrast to the 
virtual absence of this symptom in 
rubella. Furthermore, the history of 





penicillin injection, the urticarial 
rash and the absence of the char- 
acteristic lymphadenopathy of ru- 
bella served to differentiate this con- 
dition from rubella. 


SECONDARY SYPHILIS 

Two patients with secondary syph- 
ilis were admitted with the diagnosis 
of rubella. The positive serology, 
history and evidence of primary 
syphilis, absence of characteristic 
lymphadenopathy, history of expo- 
sure to venereal disease, protracted 
course of the rash, and the tendence 
to papular rash helped differentiate 
this condition from German mea- 
sles. 


PITYRIASIS ROSEA 

The rash in this condition is isu. 
ally segmental in distribution, runs 
a protracted course, usually witl-out 
systemic symptoms and without the 
lymphadenopathy seen in rubella. 
INSECT BITES 

The rash here is usually confined 
to the areas of local insult with an 
area of erythema surrounding the in. 
dividual lesions and with only local 
lymphadenopathy. The differential 
diagnosis here is not difficult. Ery- 
thema subitum was not considered 
here because of its absence in this 
age group. The differential diagnosis 
of rubella in adults is summarized 
in Table 3. 


TABLE 3 
Differential Diagnosis of Rubella in the Adult 


Disease Rash 


Rubella Maculopapular 


Generalized 


Lymphadenopathy Systemic react. 


Minimal 


prominent post. 
auricular and cervi- 
cal 


Rubeola Maculopapular 
bright red 
generalized 
Inf Mononucleosis Rare 

D Venenata Often vesicular 


Exposed portions 


When to the above table, we add 
the natural course of the condition 
and various diagnostic points men- 
tioned above, the differential diag- 
nosis of rubella becomes clarified. 
SUMMARY 

A summary of the clinical obser- 
vations in rubella has been present- 


Post auricular 
rare 


Generalized 


Local 


Moderate to 
marked 


Moderate to 
marked 
Minimal 


ed, based on an epidemic of 1 
cases in adult male soldiers. A dis 
cussion of the rash, general phys: 
cal findings with emphasis on lym: 
phadenopathy, and differential diag 
nosis was presented. The differential 
diagnosis was discussed and sum 
marized in tabular form. 





The Parkinsonian Syndrome 


Diagnosis and treatment 
of this progressive disease 


are discussed in detail 


SAMUEL ROSNER, M.D., F.I.C.S., New York, New York 


In 1817, James Parkinson first de- 
scribed paralysis agitans. The Par- 
kinsonian Syndrome! is character- 
ized by a disturbance of motion and 
emotional reaction. The disturbance 
of motion may be slowness of vol- 
untary movements, muscular rigid- 
ity and tremor. Emotional disturb- 
ance is shown in the mask-like fa- 
cies, slowness, and paucity of reac- 
tion to emotional stimuli. 


ETIOLOGY AND PATHOLOGY 


The corpus striatum, when in- 
jured, presents a picture of the typ- 
ical Parkinsonian Syndrome. Jakob? 
and Ramsay Hunt*® considered the 
loss or injury of the large ganglion 
cells in the lenticulostriate body as 
the essential cause of paralysis 
agitans. Focal degeneration due to 
vascular occlusion, as in arterioscle- 
rosis, is one cause of this syndrome. 


1. Russel, W. Diseases of The Nervous Sys- 


tem. 511-523. Oxford Med. Publications. 
2. Jakob, A.—Arch. Neurol. and Psychiat. 
xiii, 596. 
3. Hunt, J. R.—Brain XL: 58. 
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Encephalitis is another cause of pa- 
ralysis agitans. The signs and symp- 
toms may occasionally appear in the 
acute encephalitic state, but more 
frequently the picture becomes full 
blown about 15 years after the en- 
cephalitic infection. Here the sub- 
stantia nigra is shown to have under- 
gone a mass destruction of the pig- 
ment-bearing cells. Parkinsonism 
may follow hemorrhage into the cor- 
pus striatum and substantia nigra 
following head injury. Uncommon 
causes of Parkinsonism are carbon 
monoxide poisoning, manganese poi- 
soning, and neurosyphilis. 
SYMPTOMS 

Facies and attitude. The face is 
mask-like, the eyes seem to be set 
in wide palpebral fissures and are 
almost unblinking. The mouth is 
slightly open and saliva may be seen 
to be slowly dribbling from it. The 
face usually gives an oily appear- 
ance. The body and limbs are in a 


197 





state of mild flexion. The thumbs and 
fingers seem to be in constant mild 
tremor described as a pill rolling 
movement. 


Movement—Movement is exces- 
sively slow and is characterized by 
rigidity and tremor. The degree of 
each, or both, depending on the 
amount of injury to the corpus stria- 
tum or the substantia nigra. The 
following movements suffer most: 
ocular movements, convergence, 
mastication, deglutition and articula- 
tion. Since articulation is a combina- 
tion of movements, speech is slurred 
and monotonous. Fine movements, 
such as buttoning clothes, are diffi- 
cult for these sufferers. 


Gait—The gait is slow and shuf- 
fling and composed of small steps. 
The patient is bent forward as if he 
were walking into a wind. When the 
patient is pushed either forward or 
backward, he will take a series of 
short fast steps—‘‘as if he were try- 
ing to catch his center of gravity’’. 
This loss of center of gravity, retro- 
pulsion, or propulsion, may occur 
spontaneously. 

Sensory Symptoms—There is no 
depression of epicritic sensation. Oc- 
casionally, there is a complaint of 
generalized pain, more common in 
the later stages of the illness. 

Reflexes—Reflexes are not affect- 
ed unless the pyramidal system is 
involved in the pathologic changes. 

Autonomic Changes — Autonomic 
changes are characterized by exces- 
sive salivation and excessive seba- 
ceous secretion on the face. Edema, 
flushing, or cyanosis of a limb may 
occur. The Parkinsonian patient tol- 
erates cold much better than 
warmth. 


Mental State—The intellectual ca- 
pacity of the patient may be unim- 
paired. However, in a diffuse path- 
ological process there may be degen- 
eration of cerebration to the point 
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of severe mental depression or lack 
of responsiveness. 

The foregoing picture may be pres- 
ent in any degree. The patient may 
have only one limb or one side of the 
body affected or may be completely 
the victim of this disease. 
PROGNOSIS 

The disease is always progressive 
but the rate of deterioration differs 
in each case. Tremor is followed by 
rigidity. The patient gradually be- 
comes more and more helpless and 
finally dies of an intercurrent infec- 
tion, such as pneumonia. 

Parkinsonism of the unilateral type 
may at times be arrested. The ar- 
teriosclerotic type of Parkinsonism 
may be masked by other symptoms 
of nervous system pathology, includ- 
ing mental deterioration. This dis- 
ease occurs later in life than the 
other forms of Parkinsonism. 

Parkinsonian Syndrome is to be 
differentiated from other diseases 
causing tremor or rigidity or both, 
These conditions include senile trem- 
or, familial tremor, hysterical trem- 
or or rigidity, tremor in hyperthy- 
roidism, toxic tremor, disseminated 
sclerosis, general paresis, catatonia, 
pyramidal lesions, or arthritic condi- 
tions. The differentiation of the fore- 
going diseases from paralysis agi- 
tans is fairly straight-forward. 
CAUSES OF PARKINSONISM 

The Parkinsonian Syndrome is con- 
sidered to be found in four forms. 

Paralysis Agitans. I consider this 
tu include all forms of the Parkin- 
sonian Syndrome, and is_ usually 
meant to refer to the so-called idio- 
pathic form. In this type, there is 
no history or evidence of previous 
encephalitis, trauma or arterioscle- 
rosis. It occurs between the ages of 
fifty or sixty years and progress of 
the disease is slow. 
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Following Encephalitis Lethargica. 
The onset is usually before forty 
years of age. An attack, or history 
of an attack, that may have been 
influenza like in onset and course. 
There may be headache, double 
vision, pupillary disturbance, visual 
disturbance, rigidity, or tremor dur- 
ing or after the febrile attack. 
Arteriosclerotic Parkinsonism. This 
usually develops after the age 
of sixty years. The signs of arterio- 
sclerotic changes are conspicuous 
and the signs of Parkinsonism are 
incomplete. 

Traumatic Parkinsonism — His- 
tory of head injury. 

Syphilitic Parkinsonism — Serolog- 
ic tests. 

Parkinsonism due to poisoning — 
Blood tests and liver tests (function 
tests and biopsy if necessary). 


TREATMENT 


Treatment can be divided into two 
categories — medical and surgical. 
Medical treatment is palliative and 
is essentially used to alleviate the 
patient’s discomfort. Ovarian hor- 
mone in women and testosterone and 
section of the vas deferens in men 
have been used. Physiotherapy can 
be given to reduce rigidity and trem- 
or and postpone contractures. The 
only drugs of value are those of: 

1. The Belladonna group. 

(a) Hyoscine Hydrobromide 1/200 
to 1/50 of a grain two, or three 
times daily. 

(b) Tinc. Belladonna m.5 to 15 
t.i.d. 

(c) Tine. of stramonium 10 to 60 
m. t.i.d. 

(d) Atropine Sulphate gr. 
t.i.d. 

(e) Bulgarian Belladonna root has 
been used by some with suc- 
cess but I have found it to be 
no better than other forms of 
Belladonna. 
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2 and 3. Some praise has been giv- 
en to Artane and to several of the 
antihistaminic drugs. In some cases, 
Artane gave good results and in some 
cases the antihistaminics made the 
patient more comfortable. 


4. Curare in small doses has been 
helpful. 


5. Benzedrine has been of value in 
some cases. However, in all cases 
the patient seems to develop a drug 
resistance after a time. It is expe- 
dient to change the medication when 
this happens. Best dosage depends 
on each individual case. 

Surgical Treatment if carried out 
should be done in relatively young 
individuals in whom one limb, or 
both limbs on one side, are rendered 
useless by involuntary movements. 

The operations most in vogue at 
present are: 


(a) Cortical extirpation of the ex- 
citable area of the cortex of the limb 
or limbs involved. Klemme?‘ re- 
moves an area of cortex anterior to 
the electrically excitable area. Some 
of the results are good and some are 
not so good. Occasionally, the patient 
is left with a paralyzed limb or 
hemiplegia. 

(b) Section of the lateral pyram- 
idal tract5 seems to have given bet- 
ter results than cortical exterpation. 
However, this operation is of more 
use in the case where both limbs on 
one side are involved. 


(c) Removal of the head of the 
caudate nucleus has been advocated 
by Meyers®. Physiologically, there 
seems to be grounds for giving this 
operation a further trial. 

SUMMARY 


1. Parkinsonism may be due to (a) 
Encephalitis Lethargica; (b) trau- 
ma; (c) arteriosclerosis; (d) Toxic 
4. Klemme—Not published. 

5. Putnam, T. J. — Arch. Neuro and Psychiat. 

44 :950-976. 


6. Meyers, R.: N.Y.S. Journal of Medicine, 
42 :317-325. 





causes—(e.g.) poisoning or infec- 
tions; (e) Idiopathic type—no cause 
can be found. 

2. Most, or all, of these signs may 
be found in the Parkinsonian Syn- 
drome: expressionless facies, trem- 
or, rigidity, salivation, eye signs, 
mental changes and loss of center 
of gravity. 


The Liver in Obesity 


Evidence is presented which points 
to the conclusion that obesity may 
lead to liver damage. The evidence 
is based on the findings in 20 obese 
individuals in whom there were no 
other pathological conditions to ac- 
count for the liver damage. Investi- 
gations included roentgenograms of 
the liver and spleen by the gas con- 
trast method, liver function tests, 
and needle biopsy of the liver. In a 
few patients there was slight en- 
largement of the liver or spleen or 
both. Carbohydrate tolerance, as 
assessed from the glucose tolerance 
curve, was impaired in 9 out of 19 
patients, but none had glycosuria 
while taking a high-protein, low- 
calorie diet. 

In all the 20 patients bromsulpha- 
lein retention was abnormal, while 
the plasma protein level was normal. 
The other liver function tests gave 
normal results in more than half of 
the patients. Needle biopsy of the 
liver revealed some abnormality, 
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3. Prognosis is poor, for the dis. 
ease is usually progressive and long 
drawn out. 

4. Treatment is divided into medi- 
cations and in a lesser percentag= of 
cases, surgical attack. Neither mcth. 
od has brought about any remark. 
ably consistent improvement. 


chiefly degenerative changes and re 
generation of cells, fatty change, and 
increase in periportal fibrous tissue, 
in all of the 19 patients in which it 
was carried out. Abnormal histo 
logic findings showed some correla- 
tion with the duration, but not the 
degree of obesity. There was no sig- 
nificant correlation between the re. 
sults of liver function tests, the liver 
histology, and enlargement of the 
liver and spleen. 

The author finds confirmation of 
this liver damage in obesity in the 
undue frequency of cirrhosis of liver 
as a cause of death in obese individ 
uals. He suggests that the craving 
for a high-fat, high-carbohydrate diet 
is associated with a relative def 
ciency of the vitamin-B complex and 
protein, and that a reducing diet 
should have a high-protein content, 
supplemented with choline and the 
vitamin-B complex. 


(S. Zelman, Arch. Int. Med., 90:141, 1952.) 
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Chronic Brucellosis 


Brucella infections should 
be suspected in patients with 
history of chronic illness 


HARRY S. SOLOMON, M.D., Chicago, Illinois 


Of all the infectious diseases, bru- 
cellosis in its chronic form is one of 
the most difficult to diagnose and 
treat. The diagnosis presents a prob- 
lem because of the diverse symp- 
toms. Unfortunately, many patients 
with chronic brucellosis are consid- 
ered to be neurotic because of their 
diverse symptoms and often a lack 
of physical findings. The course is 
never uniform and often there will 
be a lack of distinguishing features, 
which make clinical recognition dif- 
ficult. 

Brucellosis is variously known as 
undulant fever, Malta fever, or Med- 
iterranean fever. It may be trans- 
mitted to humans from cattle, hogs, 
goats, or poultry, either by contact 
with infected animals, improperly 
cooked meats, or unpasteurized or 
improperly pasteurized milk. Man 
is very susceptible to ‘‘melitensis”’ 
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infection. Accidental laboratory in- 
fections are common and have been 
fatal. 


The causitive micro-organisms be- 
long to the genus Brucella, of which 
there are three known species, pri- 
marily affecting animals. ‘“‘Brucella 
melitensis’’ was the first to be iden- 
tified, and has been recovered from 
the milk of infected cows and from 
the aborted fetuses of sheep and 
goats. The chief host of Brucella 
melitensis is the milch goat. Bru- 
cella abortus was first isolated and 
described by Bang and Stribolt, and 
the disease in cattle is now called 
*‘Bangs abortion disease.’’ The ud- 
der of the cow seems to be the reser- 
voir for this organism. Brucella 
abortus has been found in animals in 
all parts of the world and has been 
recovered from _ infected horses, 
fowls, dogs, sheep, wild deer, cattle 
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and human beings. ‘‘Brucella suis” 
is the specie found to infect hogs 
naturally and has been identified 
from hogs in almost all parts of the 
world, as well as from horses, cows, 
fowl, dogs and human beings. 


SYMPTOMS 

In my opinion, any person with a 
history of chronic disease should be 
examined for the presence of Bru- 
cella infections. The percentage of 
positive findings may be surprising. 
The usual symptoms are fatigue, 
low grade recurrent fever, loss of 
weight, headache, chest pains, rheu- 
matic symptoms, arthritis, cardiac 
dysfunction, circulatory disorders, 
and nephritis. In fact, the symptoms 
are so extremely varied that, as 
stated before, any patient with a 
chronic history should be regarded 
as a suspect and clinical tests made 
as may be required. 


INCIDENCE 

While it is true that brucellosis 
was at first a rural disease and was 
probably an occupational disease 
found among farmers, veterinarians, 
packing house workers and live 
stock producers, this phase has 
changed and at the present time it 
is found just as often among city 
dwellers as among country residents. 
Children will occasionally exhibit 
the symptoms of brucellosis. 

Nearly all city folks spend time in 
the country. Many originally were 
raised on farms and in their youth 
drank raw milk or ate meat that 
may have been infected or were 
otherwise exposed. Consequently, 
these city dwellers should be ex- 
amined as thoroughly as their coun- 
try cousins. 


DIAGNOSIS 
Even under the most favorable 
conditions, diagnosis is difficult. It 
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is seldom possible to isolate the or. 
ganism from blood cultures. Al- 
though the agglutination test may 
not show the presence of infection, 
it should be used. It is my opinion 
that the skin test, as originated by 
Huddleson, plus clinical findings, are 
probably the best diagnostic facts 
available at the present time. 


THERAPY 

While the antibiotics would seem 
to be effective in the control of acute 
brucellosis, the chronic form has not 
responded as satisfactorily. Favor- 
able reports in the therapy of Bru- 
cellosis with Colmetanese® (collo- 
idal manganese, irradiated, Farns- 
worth) have appeared. This prepar- 
ation has been utilized in the treat- 
ment of three patients. 

Case 1—A physician specializing 
in psychiatry first developed symp- 
toms when in Panama. At the onset 
he had chills and fever, severe head- 
ache, muscle and joint pains and 
malaise. His temperature rose to 
106° F., accompanied by spells of 
violent coughing, sleeplessness, and 
extreme exhaustion. Sweating was 
profuse. As the acute symptoms sub- 
sided, mental depression and loss of 
weight occurred. A blood culture 
showed the presence of Brucella 
abortis. Upon his return to Chicago, 
treatment with Colmetanese was in- 
augurated, 10 cc. being given intra 
venously three times a week and 
continued for a month. During the 
next month, two injections weekly 
and during the third month, one 4 
week were administered. After three 
months of therapy, the patient was 
free of symptoms and there has been 
no recurrence after six years. 

Case 2—A farmer living in north- 
ern Illinois had been suffering from 
indefinite symptoms for several 
years. He had severe pains in his 
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joints, fever, and perspired exces- 
sively. He believed he had some type 
of arthritis. Mental depression and 
loss of weight were prominent. The 
pain was more severe at night. 
Although the blood culture was 
negative, the Brucella agglutination 
test revealed a high titer. There was 
lymphocytosis with a reduction in 
the total number of white cells. 
Treatment for three months with 
Colinetanese was given, following 
the same method as reported in 
case 1. Improvement occurred grad- 
ually, manifested by a gain in weight 
and disappearance of pain and other 
symptoms. At the end of three 
months the patient was symptom 
free and returned to his usual work. 
Case 3—This patient was a farmer 
who ingested unpasteurized milk and 
was in close contact with his cows. 
The chief symptoms were dimness 
of vision, pain in the eyes, and ab- 
dominal pains. Blood culture for 
Brucella abortis was positive. The 
same type of intravenous therapy 


lipid Studies in Diabetic 
Atherosclerosis 


Serum levels of total cholesterol, 
cholesterol esters, phospholipid, and 
lipoprotein Sf;9 29 were studied in 
244 patients with diabetes and ad- 
vanced atherosclerosis. No correla- 
tion was found between these values 
and the severity of atherosclerosis, 
although the total serum cholesterol 
level was significantly higher than 
that found in non-diabetic controls in 
the same age group. 

There was observed, however, a 
linear correlation between the values 
for total cholesterol and lipoprotein, 
lipoprotein and cholesterol esters, 
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with Colmetanese as carried out in 
cases 1 and 2 was instituted, and the 
symptoms disappeared within two 
months and have not recurred. 


CONCLUSION 


1. Chronic brucellosis is a difficult 
disease to diagnose. It should be sus- 
pected in all chronic conditions, par- 
ticularly when fatigue, headache, 
lack of appetite, and ‘rheumatic 
pains’’ are present. 

2. In such cases, blood cultures 
should always be made and the Bru- 
cella agglutination and skin tests 
whould be carried out, plus a com- 
plete history and physical examina- 
tion. 

3. Lacking a definitive diagnosis 
when patients present the symptoms 
enumerated, therapeutic trial with 
Colmetanese would seem _ worth 
while, particularly since reactions to 
this preparation do not occur and it 
is of low toxicity. 

4. The results of successful treat- 
ment in three cases are reported. 


and cholesterol esters and cholesterol 
esters and phospholipids. No signi- 
ficant changes in lipid levels or the 
insulin requirements of these pa- 
tients were observed after adminis- 
tration of large doses of inositol (9 
gm. daily for 27 days), or of choline 
citrate (6 gm. daily for 31 days). In 
several patients who received tes- 
tosterone propionate (25 mg. daily) 
there was a decrease in the level of 
cholesterol esters, lipoprotein, and 
phospholipids, and in the amount of 
a required. 


(L. DeWind, D. Michaels, and L. W. Kin- 
sell, ta Int. Med., 37:344, 1952.) 
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Progress in Urology—1952 


Progress has bcen recorded 
in diagnosis and treatment of 
carcinoma of the prostate gland 


PAUL L. SINGER, M.D., Phoenix, Arizona 


As the life expectancy figures 
show an increased longevity from 
year to year more and more people 
live on into their sixties and seven- 
ties—the cancer age. It is not sur- 
prising, therefore, that much of the 
urologic progress and research dur- 
ing 1952 was along the lines of the 
diagnosis and treatment of carcino- 
ma of the prostate gland. The diag- 
nosis on clinical lines has been 
pretty well decided, and the criteria 
for the various gradations of extent 
and type of therapy well delineated. 


CARCINOMA OF THE PROSTATE 
A number of excellent papers have 


appeared evaluating the relative ef 
fectiveness of radical perineal pros 
tatectomy, orchidectomy, hormone 
therapy — either alone or in various 
combinations. It is pretty wel 
agreed, as outlined in several pres 
entations during this past year, that 
the method of choice for early er- 
capsulated carcinoma is still radical 
perineal prostatectomy. For those 
cases where the boundaries of the 
capsule have been exceeded, hor 
mone therapy and orchidectomy art 
the preferred methods. Various es 
trogens have been used with equa 
effectiveness, since in a large per 
centage of adenocarcinomata there 
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is notable regression for a good 
many years. In fact, the life expect- 
ancy of the radical perineal prosta- 
tec'omized patient is but little better 
thax the hormone treated ones. The 
untoward effects of hormone ther- 
ap’ include enlargement of the 
breast with much pain and tender- 
ne:s—so that in some cases simple 
bil .teral mastectomy has to be re- 
so: ted to, and hypertrophy of the ad- 
al cortex towards a compensa- 
secretion of androgens, and 
» ntually a recurrence of the car- 
yma. A new synthetic hormone of 
Chlortrianisene type, TACE® 
m. S. Merrill) has several ad- 
tages over the older estrogens. 
ce Tace is stored in body fat and 
gr:dually released into the system, 
it need not be administered contin- 
uously. The recommended dosage is 
12 milligrams twice daily for a pe- 
riod of thirty days after which the 
patient may rest for six to nine 
months before another course be- 
comes necessary. It has the added 
desirable attribute that it does not 
cause as much adrenal cortical stim- 
ulation nor as great enlargement of 
the breasts. The intermittent med- 
ication has great psychological ad- 
vantages. If test of thousands of 
cases and the test of time bears out 
these claims we will have added to 
our armamentarium a useful drug. 
Two notable innovations have also 
appeared on the practical clinical 
level this year relative to cancer of 
the prostate gland. The first of these 
is the work of a group at the Univer- 
sity of Chicago. It has been long ago 
demonstrated that in the male cas- 
trate, either by orchidectomy or by 
the administration of female hor- 
mones, there is a compensatory hy- 
pertrophy of the adrenal cortex, so 
that large quantities of androgen 
are generated which eventually neu- 
tralize the effect of castration and 
cause a recurrence of the prostatic 
carcinoma. 
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BILATERAL ADRENALECTOMY 


Bilateral total adrenalectomy was 
performed as long ago as 1945, but 
the complicating severe Addison’s 
disease made the operation danger- 
ous. With the advent of Cortisone 
Addison’s disease is readily con- 
trolled, and, therefore, bilateral 
adrenalectomy is now a feasible 
operation. The effects of this opera- 
tion on advanced cases of prostatic 
cancer are marvelous, with a mark- 
ed regression of the cancer in situ, 
and disappearance of the osseous 
metastases with reduction of the 
severe bone pain. The Addison’s 
disease is controlled by the daily 
administration of 25 to 50 milligrams 
of Cortisone, 3 grams of Sodium 
Chloride, and 2 to 4 milligrams 
of Desoxycorticosterone acetate, 
(DOCA). Incidentally the perform- 
ance of bilateral adrenalectomy has 
a similar excellent effect on ad- 
vanced carcinoma of the breast in 
women. It is to be added that before 
bilateral adrenalectomy is done the 
patient must have a carcinoma that 
has been proved by the administra- 
tion of hormones and orchidectomy 
to be the type that responds to hor- 
monal stimulation. It must be re- 
membered that about 20 per cent of 
all cancers of the prostate are of the 
type that does not respond to hor- 
mone therapy but is rapidly fatal— 
in these cases to resort to adrenal- 
ectomy is not justified since the 
procedure is foredoomed to failure. 
The surgical problem of adrenalec- 
tomy is not especially difficult. At 
first the operation was performed in 
two stages, but latterly it has been 
done at one session. The approach 
used varies—some employing a par- 
avertebral parallel incision, with or 
without resection of the twelfth rib — 
some employ a high lumbar renal 
incision. The advantage of the for- 
mer is that the patient need not be 
turned from side to side during the 
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two phases of the procedure, the ad- 
vantage of the latter is that in case 
of trouble a greater incisien is fea- 
sible. In view of the close proximity 
of the adrenal to the great veins, an 
available greater incision is good in- 
surance. 


GOLD ISOTOPES 


At the University of Iowa, Dr. 
Flocks attacks this same problem 
more directly thru the use of gold 
isotopes. In cases of prostatic can- 
cer too far advanced for radical per- 
ineal prostatectomy but not yet met- 
asticized, he injects radioactive 
gold directly into the prostate gland 
through a suprapublic cystotomy in- 
cision. The gold isotope has a rela- 
tively short half life and has a high 
carcinocidal effect. The gold is in- 
jected under relatively high pres- 
sure and diffuses readily into all 
areas of the lateral and other lobes, 
even into the gland that had broken 
through the capsule. The short half 
life precludes the danger of severe 


burns to the rectal mucosa, urethra 
or bladder. The procedure, however 
requires severe precautions as to 
both patient and doctor. A routine 


suprapubic incision is made, the 
bladder is opened and the floor of 
the bladder is exposed. The walls of 
the bladder are carefully shielded 
with irradiation-opaque material. 
The surgeon is similarly protected 
with apron, gloves, etc., and a long 
handled syringe is employed. The in- 
jection is done into the various parts 
of the gland under visual guidance. 
The contaminated drapes, sponges 
and instruments are routinely de- 
contaminated. The regression of the 
carcinoma is noted by periodic rec- 
tal examinations; the results are as 
a rule very gratifying. The disad- 
vantage of this procedure is that 
considerable equipment, decontam- 
ination technique, teamwork and co- 
ordination of shipment of radioactive 
gold to surgery is needed. For this 
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reason this procedure will probably 
be limited to performance in large 
medical centers. 


DIAGNOSTIC PROCEDURES 


Besides these two practical meth- 
ods a number of other procedures 
are now undergoing study at various 
cancer centers. These procedures in- 
clude attempts at some simple diag- 
nostic procedure for the detection 
of early cancer. The Papanicoleau 
stain of prostatic secretion is effec. 
tive when positive, not of signifi- 
cance when negative. And in those 
cases that give a positive Pap stain 
the digital finger is equally effica- 
cious. Other tests include the Methy- 
lene Blue Education Test of Dr. 
Black, and the Gruskin intradermal 
test (using as the antigen an ex- 
tract of epithelial cells of liver and 
pancreas of fetal calves or sheep of 
less than two months gestation—on 
the theory that a foreign protein of 
embryonic character is present in 
malignant cells and body fluids of 
patients suffering from carcinoma). 
Both of these tests have been exten- 
sively tested this year, only to be 
found inaccurate and unreliable. The 
intradermal test of Hoff-Schwartz, 
using the sera of cancer patients, 
has been similarly found wanting un- 
der diffuse clinical studies. It is thus 
far agreed that the best test for 
cancer is periodic careful clinical 
examination of all individuals in the 
cancer age. 


ACTH 


The further use of ACTH showed 
some development of tolerance to 
this drug in certain individuals, 
since ACTH is a protein of very high 
molecular weight. A newer ACTH 
with greatly reduced molecular 
weight is now available and tolerance 
is greatly extended without antibody 
formation. It is an excellent drug to 
combat irradiation sickness and has 
so been used in cases where huge 
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dosages of irradiation are needed, 
as in carcinoma of the testes and 
kidney. The dosage recommended is 
10 ng. daily or thrice weekly. Simi- 
larly ACTH is indicated in other al- 
lergic reactions such as penicillin 
cau-es, and in the allergic nephro- 
sis due to sulfonamides. ACTH is 
pre erred to Cortisone as there is 
usually vomiting in these patients 
which make oral medication unreli- 
ab!» or outright impossible. 


USE OF TRICHLORFTHYLENE 
AS ANALGESIC AGENT 

The recent revival of trichlorethy- 
lene as an analgesic agent in short 
surgical and diagnostic procedures 
deserves mention. Trilene,® Ayerst, 
is marketed as a highly purified 
trichlorethylene. It can be admin- 
istered through a_ special inhaler 
or simply as poured on to a small 
sponge. The inhaler may be strapped 
to the patient’s wrist and he may 
give the gas to himself, and when 
he dozes the arm falls and the in- 
haler is dragged off his face. The 
drug has a low toxicity, and may, 
therefore, be used as an office anal- 
gesic. It is especially valuable in 
such brief office procedures as 
cystoscopy, urethral dilatations, rec- 
tal avulsion, incision of abscesses, 
and change of dressings or removal 
of suprapubic tubes and drains, and 
some use it as an adjunct to deliv- 
ery, the mother giving herself the 
gas. It is not to be used as a pro- 
longed anesthetic agent and is not 
meant to be a general inhalation 
anesthetic, since the effect wears off 
rapidly and relaxation is absent. 
There is a moderate euphoria after 
its use, and in some patients it en- 
hances the susceptibility to alcohol, 
therefore the patients should be 
warned not to drink for a few hours 
after its use. 
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ORAL CONTRACEPTIVE? 


Many enquiries followed the an- 
nouncement of the finding of an oral- 
ly used contraceptive agent. The 
original report stated that as long as 
the wife and husband took a daily 
dose of the drug conception did not 
occur in a single instance in hun- 
dreds of couples over a period of 
many months. When the couple 
ceased the daily intake of the drug 
pregnancy promptly ensued in a 
large percentage of cases. These re- 
sults have not been duplicated by 
other researchers, and some doubt 
has been cast on the original con- 
trols as well as the results. The 
drug is certainly not to be recom- 
mended until further trials are 
made. It may be recalled that the 
Russians came out with a similar 
claim a number of years ago, but 
permitted the matter to drop, proba- 
bly because it did not work, and 
while theoretically we can foresee a 
simple oral drug _ contraceptive 
agent, it is not yet here. 


CHLORAMPHENICOL 

A number of reports were pub- 
lished indicating this drug as the 
cause of aplastic anemia and, in 
some instances, death. In many of 
the cases the proof seems to be con- 
clusive, while in others the patient 
received other drugs at the same 
time. There have been a few deaths 
clearly to be laid at the feet of Chlor- 
amphenicol. A recent article states 
that this drug also caused a severe 
toxic neuritis, when used in 2.5 
gram doses daily over a period of 22 
weeks. However, the drug has been 
used in hundreds of thousands of 
cases, and is an extremely useful 
drug. If the laboratory tests in vitro 
show that the bacterium under 
question is highly susceptible to 
Chloramphenical, and keeping its 
safeguards in mind, it is certainly 
justifiably employed. 
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GANTRISIN® 

Gantrisin® Roche, is suspected as 
being the cause of some granulocy- 
topenia in excessively large doses. 
However, if the drug is used care- 
fully, not in excessive dosage and 
not over too long period of time, it 
is a greatly useful and valuable 
drug. After all, even Digitalis and 
Morphine are dangerous drugs. All 
of this should simply recall to our 
minds the old tenets of pharmacolo- 
gy that no drug is safe unless it is 
used safely, sanely and wisely. 


Pathogenesis of Poliomyelitis 


Attention is called to the import- 
ance of viremia in the pathogenesis 
of poliomyelitis — a factor which has 
hitherto been largely neglected. It is 
suggested that the virus may multi- 
ply in the alimentary mucosa, organs 
associated with the blood stream, 
and the central nervous system and 
neighboring sensory ganglia. The 
vascular phase of virus multiplica- 
tion resulting in viremia is initiated 
by escape of the virus from the 
primary alimentary infection. Access 
of virus to the central nervous sys- 
tem may be obtained by way of 
neural spread, or else by direct in- 
vasion at a single focal point by 
virus from the blood stream; such a 
focus might be the area postrema in 
the medulla, which is known to be 
more penetrable from the vascular 
system than other parts of the cen- 
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NEW ANTIBIOTICS 


Two new antibiotics will appear 
more and more during the next few 
months. One of these is Erythrony. 
cin, effective against Psuedomcnas 
aeruginosa. It has some toxic «ide 
effects such as a rise in N.P.N. and 
renal irritation, but these can be 
guarded against by daily renal eval- 
uation. The other drug is Polymyxin 
B, which may prove to be equally 
efficacious. 


tral nervous system. 


These views are supported by ex- 
perimental studies of the chim- 
panzee. In this animal the feeding 
of poliomyelitis virus resulted in a 
disease which was identical with hv- 
man poliomyelitis. Viremia here 
was detected before the onset of 
central nervous system manifesta- 
tions and was followed by rapid pro- 
duction of antibody. Other experi- 
ments suggested that it was the vas- 
cular phase of virus multiplication 
which produced the high level of 
serum antibody in ‘‘natural’’ infec- 
tions. 

It may well be that the rapid rise 
in antibody titer following viremia 
accounts for the usual failure to de- 
tect virus in the blood of human be- 
ings. 

(D. Bodian, Am. J. Hygiene, 55:414, 1952.) 
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Tracheotomy: Indications and Technique 


Tracheotomy as an adjuvant 
measure in the relief of all types 


of respiratory anoxia 





F. E. FOLEY, M.D. and J. W. POLK, M.D., from the Thoracic Surgery 
Section, Veterans Administration Medical Teaching Group Hospital, 


Memphis 15, Tennessee 


The full potential value of trach- 
eotomy is not recognized by a great 
number of physicians. The dramatic 
relief of asphyxia, attendant on its 
performance for the relief of ob- 
struction at or above the glottis, has 
obscured its value as an adjuvant 
measure in the relief of all types of 
respiratory anoxia. 


We are indebted to the work of 
Carter and QGuiseffi!.* for their 
demonstration of the physiological 
alterations produced by tracheotomy 
and the application of this operation 


1. Carter, B. N., and Giuseffi, J.: J. Thoracic 
Surg., 21:495-505, 1951. 


2. Idem: Surg., Gynec. & Obst., 96:55-64, 1953. 
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to the treatment of crushing injuries 
of the chest. These may reproduce 
all the anatomical and physiological 
aberrations, save glottic obstruction, 


susceptible to treatment by tracheo- 
tomy. 


The gross and histological anat- 
omy of the respiratory tract as well 
as its basic physiology is understood 
by the majority of practitioners and 
will not be dwelt on here. It is our 
intention first to point out the alter- 
ations produced by tracheotomy and 
to suggest, in the light of these 
changes, the application of the pro- 
cedure to certain general categories 
of disease, injuries and intoxications. 
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The alterations produced by trach- 
eotomy may be divided into two cat- 
egories, mechanical or anatomical, 
and physiological. 


ANATOMICAL 


Anatomically, tracheotomy fore- 
shortens the respiratory tract, by- 
passing as it does the nares, oral 
cavity, naso- and oropharynx, and 
larynx. It converts a curved pas- 
sage, which normally turns at the 
level of the epiglottis something 
greater than ninety degrees, into a 
straight tract. In addition it com- 
pletely separates the alimentary and 
respiratory passages. 


In the majority of cases in which 
tracheotomy will be undertaken a- 
natomical indications will be present. 
A general outline of these is pre- 
sented. 


1. Obstruction to the respiratory 
tract above the sternal notch. 
a. Direct, compressive trauma 

to the lower jaw, larynx or 
trachea in the cervical re- 
gion. 

. Disease such as diphtheria, 
Vincent’s angina, angioneuro- 
tic edema, occasional cases 
of Ludwig’s angina. 

. Trauma such as flash burns 
of the mouth and throat, local 
chemical burns, radiation ef- 
fects in the treatment of 
laryngeal, pharyngeal, or cer- 
vical tumors. 

. Surgical trauma in extensive 
operations on the jaw, mouth 
and neck. 

2. To facilitate intubation of the 
trachea. 

a. During extensive procedures 
in the surgery of the jaw, 
mouth, or neck. 

. For the induction of endo- 
tracheal anesthesia or posi- 
tive pressure respiration in 
those whom it may be technic- 
ally impossible to intubate 
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transorally or transnasally as 
in severe rheumatoid arthritis 
of the neck. 


. As an aid in frequent intuba- 
tion of the trachea. 

. When frequent endotrachael 
aspiration for removal of ac- 
cumulated secretions may be 
necessary because of ine'‘fic- 
iency of the cough reflex, cer- 
ebral injury with prolonged 
unconsciousness, barbiturate 
or other sedative poisoning, 
flash and blast injuries of the 
chest with resultant pulmon- 
ary edema and secondary in- 
fection, crush injuries of the 
chest with paradoxical respir- 
ation and inefficient cough, 
paralysis of the respiratory 
musculature as in poliomyeli- 
tis and the encephalitides, in 
overwhelming pulmonary in- 
fection with collapse as in 
acute tuberculous pneumonia 
or pneumonic plague, a ra- 
ther difficult technical ma- 
neuver is converted to a bed- 
side nursing procedure. 

. To completely separate the 
respiratory and alimentary 
tracts when frequent vomiting 
may be expected in an uncon- 
conscious patient or frequent 
uncontrolled regurgitation of 
gastric contents as in high 
esophago-gastrostomy. 


PHYSIOLOGICAL 

The anatomical indications for 
tracheotomy are rather straight-for- 
ward and easily appreciated. When 
a physiological indication for trach- 
eotomy exists, it will usually be ac- 
companied by an anatomical one. 
However, an appreciation by the 
practitioner of the physiological al- 
terations produced will bare to him 
the entire scope of the operation and, 
indeed, may often result in the ear- 
lier resort to tracheotomy, either be- 
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fore the anatomical indication be- 
comes apparent or before it reaches 
such proportions that emergency 
tracheotomy may be necessary. Thus 
the patient may be subjected to an 
orderly, planned procedure rather 
than be subjected to the rather ter- 
rify ng attempt to intubate him in 
extremis. 
































During the anatomical foreshort- 
ening of the respiratory tree con- 
seg. ent on tracheotomy the respir- 
atory dead space is decreased by 
abo it 100 cc. (These measurements 
are made with the open mouth the 
position of greatest respiratory ef- 
fort ) Normally tidal air is 500 cc. 
Of this 350 cc. actually takes part in 
true respiration, the exchange of ox- 
ygen between the pulmonary alveoli 
and the blood. The remainder is held 
in the mouth, nose, pharynx, larynx, 
trachea, and bronchi. This amounts 
to 150 cc. Therefore, the reduction of 
dead space by tracheotomy will in- 
crease the effective respiratory vol- 
ume to 450 cc. with the same respir- 
atory effort, an increase of 28 per 
cent. 


Simultaneously the greatest bottle 
neck in the respiratory tree, the glot- 































ng tis, is bypassed. In addition the areas 
n-  % greatest turbulence, the glottis, 





uvula, posterior edge of the palate, 
and the turbinates are similarly 
eliminated. The narrow bottle neck 
and turbulence being eliminated the 
resistance of the respiratory tract 
to the passage of air is diminished 
and consequently the need for res- 





































































ol B piratory effort is diminished. The 
1€0 @ intratracheal pressure falls and as 
ch: & consequence of this and the dimin- 
ac: Bished resistance to the passage of 
ra air the fluctuations of the intrapleu- 
; ral pressure are diminished. This 
sles situation is of particular importance 
ae in diminishing paradoxical respira- 
an. tion in any injury resulting in insta- 
ya bility of the chest. Likewise it may 
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be anticipated that the easing of 
forced respiration with the attend- 
ant decreases in intrapulmonary 
pressure will reduce the tendency 
to the formation of edema by lessen- 
ing resistance to the pulmonary 
blood flow. 

Thus, the general indications for 
tracheotomy from the physiological 
viewpoint may be summarized. 


1. To increase the efficiency of 
respiration without increasing 
respiratory effort as in con- 
gestive heart failure, severe 
chest injury, extensive pneu- 
monitis, cerebral injury, over 
narcosis, and muscular par- 
alyses. 

2. To increase the efficiency of 
respiration by decreasing fluc- 
tuations of the intrapleural 
pressure thus decreasing par- 
doxical motions of the chest 
wall or mediastinum as in se- 
vere crushed chest, extensive 
thoracoplasty, or open pneu- 
mothorax. 

3. To increase the efficiency of 
respiration by lowering the 
resistance of the respiratory 
passages to the flow of air in 
cases similar to those benefit- 
ing by the reduction of dead 
space. 

One word of warning as to what 
tracheotomy will not do. It will not 
relieve obstruction to the respira- 
tory tract due to mechanical ob- 
struction below the sternal notch 
save for atelectasis due to accumu- 
lated secretions. These patients are 
candidates for the bronchoscopist or 
for open chest surgery. That is the 
anatomical limitation. The operation 
has also a physiological drawback. 
A tracheotomized patient cannot 
cough efficiently unless he obstructs 
his stoma. Coughing essentially con- 
sists of a Valsalva maneuver fol- 
lowed by the sudden opening of the 
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glottis. Since the tracheotomized pa- 
tient has, in effect, no glottis, he 
cannot perform the Valsalva maneu- 
ver and it is essential to maintain 
for him a mechanically clear airway 
by endotrachea! suction until he can 
take over coughing for himself. Par- 
ticularly is this true for those pa- 
tients who have keen tracheotomized 
because of accumulated secretions. 


TECHNIQUE 


Tracheotomy is one of the simplest 
of surgical procedures. If time per- 
mits, the neck is prepared and 
draped in whatever manner is cus- 
tomary to the operator after the 
neck is extended over a pillow, sand 
bag or even the edge of the table. 
Local anesthesia only is used. Gen- 
eral anesthesia in an emergency 
tracheotomy will probably prove fa- 
tal. The skin is incised from the 
prominence of the thyroid cartilage 
to the sternal notch. No skin flaps 
are dissected. The strap muscles are 
split in the midline exposing the 
thyroid isthmus. Hemostasis is se- 
cured with catgut ligatures. The thy- 
roid isthmus may be either bluntly 
swept downward or if this is impos- 
sible divided between the clamps and 
suture-ligated with silk. The trachea 
is grasped with a tenaculum beneath 
the second ring and the third, fourth 
and fifth rings are incised. The 
wound is spread with a clamp and 
the trachael cannula inserted. Fol- 
lowing this, the wound is closed 
loosely about the cannula. 


Emergency tracheotomy varies in 
that no preparation or anesthesia is 
used. The neck may be hyperex- 
tended over the surgeon’s knee. The 
thumb and middle fingers of the left 
hand grasp the trachea on either 
side pushing back against the car- 
otid sheaths. The incision is carried 
out as before without regard to hem- 
ostasis. The thyroid isthmus is either 
bluntly pushed downward or incised. 
The third, fourth and fifth tracheal 
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rings are incised and the wound l eld 
apart with some instrument of siiffi- 
cient size that it will not drop in the 
trachea and of such a type, if it is 
hollow, that it will not impringe on 
the posterior trachea! wall, def-at- 
ing its own purpose. Hemostasis is 
then secured by ligature or packing. 
The administration of some e«nti- 
biotic is advisab‘e after tracheotomy 
to prevent spread of infection from 
the respiratory tract to the tissues 
of the neck and mediastinum. For 
the latter reason, the possibility of 
the development of mediastinitis or 
mediastinal emphysema the trach- 
eotomy wound should not be tightly 
closed around the cannula but should 
allow drainage. Jackson and Jack- 
son? report that over 75 per cent of 
cases of cicatricial laryngeal steno- 
sis result from too high a tracheo- 
tomy hence the insistance on the 
third, fourth and fifth rings, no high- 
er. Care must be taken not to incise 
the posterior trachae! wall which is 
a real danger in labored breathing 
for the membranous portion flowers 
out in the tracheal lumen during 
forced inspiration, hence the tena- 
culum (towel clip, suture) beneath 
the second ring for traction. Aspira- 
tion through a tracheostomy should 
be by short sharp bursts of suction 
rather than a prolonged bout at one 
time for it has been shown this pro- 
cedure robs the lungs of oxygen and 
may even precipitate atelectasis. 
Tracheotomy is never done to 
soon. It is often done too late. If 
there is any question in the mind of 
the physician that tracheotomy may 
help his patient that patient should 
be tracheotomized as soon as possi & 
ble. One might compare the indice 
tion for tracheotomy to that for tet 
anus antitoxin, the consideration of 
its possible indication in the mind of 
the physician is an absolute indica 
tion for its employment. 
3. Jackson, C., and Jackson, C. L.: Broncho 
esophagology. W. B. Saunders Company, 
Philadelphia, 1950. 
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Diagnosis of Hyperthyroidism 


A case history of 


hyperthyroidism due to 


a concealed goiter 


G. W. HAIGH, M.D., Worcester, Massachusetts 


The diagnosis of hyperthyroidism 
due to a concealed goiter, the growth 
of which is backwards or downwards 
and in which exophthalmos is ab- 
sent, often is not detected. This may 
stem from the fact that, while pro- 
ducing a general metabolic disorder 
with or without signs of pressure 
upon the trachea, each of the 
anatomical systems are _ involved. 
More than thirty symptoms and 
signs are produced. This multiplicity 
of manifestations tends to confuse 
the diagnostician by directing his at- 
tention to but one or more of all the 
different tracts involved. When the 
underlying endocrine cause of a pa- 
tient’s nervousness is not deter- 
mined, the numerous complaints may 
be incorrectly ascribed to a neuro- 
psychiatric or involutional disease. 
Though hyperthyroidism is classed 
a a psychosomatic disease, the 
transition from the reversible to the 
irreversible stage is not sharply de- 
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marcated. So, when the exciting 
cause is not removed, relapse may 
occur after apparent cure; converse- 
ly, marked hyperthyroidism may 
subside within a few days of admit- 
tance to a hospital, away from the 
unfavorable environment and the re- 
sponsibilities accountable for the im- 
mediate etyology, later to recur. In 
spite of such capriciousness the cor- 
rect diagnosis can usually be made, 
even clinched, by adequate clinical 
and sociological studies supplement- 
ed by therapeutics tests, even with- 
out the aid of some of the latest 
laboratory procedures. 


FAMILY HISTORY 

The family history may disclose 
the significant fact of a member hav- 
ing had a goiter. A careful historical 
review of the patient’s symptoms re- 
ferred to the various systems includ- 
ing the cutaneous, neuropsychiatric, 
cardio-respiratory, gastro-intestinal, 
genito-urinary and musculoskeletal 
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must be properly appraised. The 
syndrome of hyperthyroidism may 
be discovered after recent trauma or 
psychic shock or by the exacerba- 
tion of a concomitant diabetes. 


In examining the patient one should 
preserve a broad perspective. One 
should watch for clues furnished by 
one or more of the following items: 
slightly prominent or staring eyes, 
flushing and moistness of the skin of 
the cheeks, neck and chest, evidence 
of loss of weight or malnutrition 
with mild anemia; also, fine tremors 
of the hands, alertness, restlessness, 
uneasiness and quickness of move- 
ments, full rapid pulse with a high 
pulse pressure and systolic murmur 
together with a certain degree of ele- 
vation of temperature and respira- 
tions. The tachycardia is out of pro- 
portion to any associated fever or 
anemia. A dry irritative cough in- 
dependent of any respiratory in- 
fection may be present; rarely 
dysphagia. 


DIAGNOSIS 


In the aged diagnosis is especially 
difficult because of the commonly 
accompanying degenerative disease 
or defects that obscure or modify 
the usual syndrome of hyperthyroid- 
ism. Such a case was admitted to 
a large municipal hospital. From the 
voluminous records of this 71 year 
old retired house painter, seen by 
more than a dozen doctors, a brief 
abstract of the positive data is here 
presented. 

Chief Complaint: cough, palpita- 
tion and precordial sense of constric- 
tion lapsing into pressure. 

Present Illness: For 6 mos. cardio- 
respiratory symptoms, anorexia 
with the loss of 45 lbs. Nocturia 
twice nightly. For 5 weeks in the 
middle of the period of his present 
history he was confined to a New 
York hospital, where extensive 
studies were carried out without any 


benefit and without any recollection 
of what happened there. 

Physical Examination: Poorly de. 
veloped and nourished tired sick old 
man. Some hyper-resonance of lungs 
with variable rales. Forceful heart 
sounds with coarse systolic murmur 
loudest over apex. Blood Pressure 
195-95. 


Differential Diagnosis: Coronary 
heart disease, arteriosclerosis with 
hypertensive heart disease, pulmo. 
nary congestion, chronic bronchitis, 
bronchicctasis, bronchogenic carci- 
noma, emphysema, and tuberculosis. 

Intensive study, consultations and 
laboratory tests had eliminated all 
but one of the different tentative 
diagnoses; to wit, chronic bronchitis. 

In the meantime, attention had 
been called to certain unheeded ob- 
servations. The patient, though sal- 
low, wizened and weak, presented a 
faint flush on his cheeks, a pulse con- 
sistently above 80, and a temperature 
hovering about 99 with a high pulse 
pressure of 100. Significant technical 
data supplied confirmatory evidence 
with a blood cholesterol of 140 and 
120, x-ray showing a slightly devi- 
ated trachea, B.M.R. of +57 and 
+67 and finally response of the pa- 
tient to Lugol’s solution with a 
B.M.R. of +41 and +31. It seems 
probable that the episode for which 
the patient had been previously hos- 
pitalized was a thyroid crisis. 

The medical staff agreed upon the 
diagnosis of diffuse toxic goiter and 
the indication for surgical interven- 
tion. 

A subtotal thyroidectomy for dil 
fuse toxic goiter was performed 
with such success that the patient 
was discharged the 12th post opera 
tive day progressing well in his con- 
valescence. He recovered fully, re 
gaining his optimal weight of 12) 
lbs. and his former vigor, which he 
had retained up to the age of 9), 
when last seen 5 months ago. 
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Rocky Mountain Spotted Fever 


“in 15 of the 37 patients with 
Rocky Mountain spotted Fever neu- 
rologic abnormalities had been evi- 
dent on physical examination dur- 
ing the acute illness. The disturb- 
ances observed included positive 
Babinski, Brudzinski, or Kernig 
signs, athetosis, spasticity, fascicu- 
lations, tremor, hyprreflexia, hyper- 
esthesia, alterations in pupillary size 
or reflex, and nystagmus. When 
reexamined, three showed residual 
neurologic signs and two gave a his- 
tory of convulsions. At the time of 
reevaluation 14 of the 37 patients 
complained of symptoms related to 
the central nervous system. These 
symptoms included headache, ner- 
vousness, backache similar to that 
present during the acute illness, 
emotional lability, lack of emotional 
control, over-activity, memory loss, 
choking, ‘shaking in the sleep,’ con- 
vulsions, dizziness, staggering, weak- 
hess, and inability to enjoy life. Six 
patients showed abnormal neurologic 
signs: three of these had neurological 
abnormalities during the acute illness 
as mentioned above, while in the 
other three no objective changes had 
been noted during the febrile phase. 


At reexamination 12 of the 37 
patients had clearly abnormal elec- 
troencephalograms. 12 additional pa- 
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IN DIAGNOSIS 


tients had borderline electroencephlo- 
graphic abnormalities. The electro- 
encephalogram was abnormal in a 
high proportion of patients who had 
had fever for more than 10 days. 
The authors conclude: ‘‘Damage to 
the central nervous system is com- 
mon in spotted fever. In some pa- 
tients the acute changes are revers- 
ible with convalescence; in others 
residual damage persists longer than 
a year and may be assumed to be 
permanent.’’ 


(M. J. Rosenblum, R. L. Masland, G. T. Har- 
rell. Arch. Int. Med., 4:444, 1952.) 


Cancer in Childhood 
and in Later Life 


The clinical pattern of cancer in 
childhood is that of a rapidly pro- 
gressive, relatively acute disease in 
which extensive loss of weight, cac- 
hexia, anemia and pain may not 
be the striking features so often as- 
sociated with cancer in adults. In- 
deed, whereas carcinoma predomi- 
nates in adults, sarcoma comprises 
the majority of malignant neoplasms 
in infants and children. Thus, neither 
the diagnosis nor the therapeutic 
approach can as a rule be based 
here on experience with neoplasms 
in the adult. 

(Arey, J. B., Penn. Med. J. 55:552, 1952.) 
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Intussusception 

The authors studied the records of 
the Massachusetts General Hospital 
on cases treated for acute intussus- 
ception in the period from 1937 
through 1951. They report on 53 cases. 
Intussusception occurs at any age. 
Pain, generally, is intermittent and 
colicky and is a leading symptom; 
yet, in 5 of the 6 younger patients no 
pain was reported. The duration of 
pain and other symptoms was more 
prolonged in the adult group. Nausea 
and vomiting were noted in almost 
all children, but only in half of the 
adult cases. Melena was found in half 
of the children but not in adults. Re- 
sistance of the abdominal wall in 
the absence of a mass was the most 
constant finding in all age groups. 
An abdominal mass was palpable in 
half the children. The authors em- 
ployed plain abdominal films and 
barium enema x-ray examinations; 
half the children and all but 3 adults 


had both. In a third of these patients 
a definite diagnostic suggestion of 


intussusception was obtained in 
plain abdominal films with absence 
of a cecal gas shadow, often associ- 
ated with a soft tissue mass. Di- 
lated loops of bowel usually occur 
only late in the disease. The greatest 
delays in diagnosis occurred in 
adults. In many adult cases the le- 
sion was located in the small bowel; 
barium enema examination, there- 
fore, was of no help. Furthermore, 
intussusception is not usually asso- 
ciated with complete bowel obstruc- 
tion until the process has been pres- 
ent for some time. The authors 
stress that at present there is no 
means of identifying a gangrenous 
lesion preoperatively. Laparotomy 
with manual reduction has produced 
no deaths and few complications. 
Gangrenous and irreducible bowel 
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has been resected and continuity re- 
stored by primary anastomosis in all 
patients in whom definite therapy 
was possible. 


(G. H. Lawrence, H. Ulfelder, New Eng!and 
Journ. of Med., 247:499, 1952.) 


Cerebral Palsy 

Cerebral palsy may be defined as 
loss of function due to brain injury. 
Such injury may affect motor or 
other areas of the brain. Hemispher- 
ectomy has been suggested by Kry- 
nauw in 1950 and Cairns in 195], 
Krynauw performed 13 such opera- 
tions in cases of severe hemipligia. 
The author corroborates the opinion 
that abnormal cortex may in some 
cases exert a damaging influence on 
the rest of the brain which, other- 
wise, may function normally. Suf- 
ferers from severe hemiplegia are 
sometimes benefited by complete ab- 
lation of the abnormal Rolandic cor- 
tical area: a lesion of one hemis- 
phere may render the motor cortex 
useless without destroying it; the 
removal of the cortex will result 
in decrease of spasticity. On the oth- 
er hand, cases of cerebral palsy may 
become worse upon ablation of the 
motor cortex. The author gives the 
folowing indication for partial hem- 
ispherectomy: (1) the patient who 
has recurrent cerebral convulsive 
seizures may be relieved of his at- 
tacks; (2) the patient with a dis 
charging lesion of the cortex and 
who shows progressive mental re- 
tardation may be improved by ex- 
cision of the partially destroyed cor- 
tex; (3) patients suffering from se- 
vere hemiplegia from infancy may 
be freed from spasticity to a con- 
siderable degree by cortical motor 
excision. 


(W Penfield, J. Neurol, Neurosurg. & Psy- 
chiat., 15:73, 1952.) 
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Clinical Significance 
of Hemoptysis 

He moptysis often indicates serious 
disease. Tuberculosis of the lungs 












































is probably the most frequent cause, 
and .ancer of the same organ gives 
rise (0 hemoptysis in about fifty per 
cent of the cases. Bronchiectasis is 
accompanied by bleeding in over 
half of the patients. However, al- 














mos every kind of pulmonary dis- 
may be accompanied by hemop- 
so that this finding is not by 

of diagnostic value. It is im- 
port nt, therefore, to establish the 
gy of the hemoptysis (the term 
ifined to bleeding from the res- 
pire ory tract at or below the 
x) in every instance where this 
all possible. 

Tie study now reported is based 
on © review of the records of pa- 
tienis admitted to the Lahey Clinic 
with the primary complaint of 
“coughing up blood,’’ over a 10-year 
period. It was found that a definite 
diagnosis could be made by thor- 
ough study and repeated observa- 
tions in the majority of the patients, 
while in the rest it was impossible 
to trace the exact etiology of hemop- 
tysis; fortunately, serious disease is 
not likely to develop in the latter 
patients. Bronchiectasis was found 
to be the most common cause of 
bleeding (28.5%); chronic bronchitis 
was similarly the cause in 12% of 
the cases reviewed. The incidence 
of tuberculosis (2 cases), and of 
carcinoma (3 cases) was unusually 
low, because hemoptysis is rarely 
the presenting complaint in these 
diseases. It was not possible to ascer- 
tain the cause of the bleeding in 19 
patients (18%); however, none of 
these patients is on record for hav- 
Ing devloped pulmonary. disease 
subsequently. 
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Satisfactory surgical intervention 
was carried out on 14 patients, in- 
cluding 14 with bronchiectasis. In 
addition to specific medical therapy, 
use was made of rutin and vitamin 
C, particularly in patients with a 
history of repeated minor episodes 
of hemoptysis; the effect appeared 
to be beneficial. 


(C. R. Sounders and A. T. Smith, New Eng. 
J. Med., 247:799, 1952.) 


Hematologic Values in the Aged 


Peripheral blood and the bone 
marrow do not change strikingly as 
individuals reach the age of sixty 
years and older. The total volume 
of red, hematopoietically active, 
marrow probably decreases, but the 
amount which remains is able to 
maintain eryttrocyte values at levels 
only slightly lower than those found 
among young aduits. 


Observations made on fifty men 
and fifty women over sixty years of 
age reveated the following average 
values: 


MEN 
Packed 
Red Blood Cells Hemoglobin Cell Vol. 
4,730,000 /cmm 14.09 gm Hb/100cc 43.69% 
WOMEN 
Packed 
Red Blood Cells Hemoglobin Cell Vol. 
4,560,000/cmm 13.47 gm Hb/100cc 40.46% 


The difference in values between 
the two sexes decreases with age. 
Corpuscular constants, reticulocyte 
percentages, and morphologic char- 
acteristics of the erythrocytes are 
within normal limits. No consistent 
change was noted in the total num- 
ber of white blood cells (the average 
count for males was 7,145,000/cmm), 
the percentage of the several types 
of leukocytes, or in the platelet 
count. 


(J. B. Shapleigh, Mayes, S. and Moore, C. V., 
J. Gerontology 7:207, 1952.) 
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THERAPEUTIC TRENDS 


Use of Chloromycetin Palmitate 

Chloramphenicol palmitate is com- 
pletely lacking in the bitter taste 
found in crystalline chloramphenicol, 
and is thus especially suitable for in- 
fants and children. 

It was found in this study that ad- 
ministration of the compound result- 
ed in lower blood levels, less rapid 
absorption, and more prolonged as- 
sayable blood levels than those fol- 
lowing administration of the same 
dose of crystalline chloramphenicol. 

This study is reported from 
the Children’s Hospital, Washington, 
D.C., where forty children with a 
variety of enteric and respiratory 
diseases were treated with doses of 
250 mg. of chloramphenicol palmi- 
tate (140 mg. of chloramphenicol 
base) every four hours. 

The results obtained were compa- 
rable with those effected in the treat- 
ment of similar cases with crystal- 
line chloramphenicol. The dose rec- 
ommended is 100 to 150 mg. of 
chloromycetin base per kg. of body 
weight, administered in 24 hours on 
a 4 to 6-hour schedule. This dosage 
assures a fairly constant therapeutic 
blood concentration of between 10 
and 20 ug. per ml. in most instances. 
No evidence of toxicity was observed 
in these youngsters. 


os. S., et al, Antibiot. & Chemother. 2:199, 
1952.) 
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Surgical Wounds 


The wound is allowed to seal it. 
self with fibrin within a few min- 
utes after closure. The fibrin seal 
is more effective protection against 
bactrial invasion than gauze. It is 
the authors’ belief that wounds heal 
better when dressings are not used. 
No special gowns or bed clothing are 
required in connection with the post- 
operative management of operative 
wounds without the use of dressings. 
It is not necessary to use antisep- 


tics on undressed wounds 


(O. J. Rojo and J. R. Pratt, Rocky M. J, 
6:561, 1952) 


Urinary Excretion of Vitamin B12 


The urinary excretion pattern of 
vitamin By,» is reported in six pe 
tients with pernicious anemia in re 
mission and in six other patients 
with non-pernicious anemia. 

The excretion patterns observed 
in the patients with pernicious ane 
mia were similar, the amounts ex 
creted increased with the dosage oi 
the vitamin, and ranged from 5 to 
63 per cent. With decreasing dosage, 
on the other hand, the excretion fell 
from 63 to 12 per cent. 

It is concluded that the large doses 
of vitamin B,. may exceed the bind- 
ing capacity of the plasma and lead 
to the excretion of free vitamin B,, 


in the urine. 


(Sokoloff, M. F., Sanneman, E. H., Jr., and 
Beard, M. F., Blood 7:243, 1952.) 
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Long-term Evaluation of 
Aureomycin in the 
Treatinent of Amebiasis 

Aureomycin in divided doses and 
a total dosage of 2 Gm. daily was 
found to be therapeutically effective 
in eighty patients with proven ame- 
biasi: who were given this drug for 
sever days and were observed for 
at le st three months. 

Re apses occurred in seven pa- 
tient. after one month, in three after 
six n onths, in one after nine months 
and :1 one other patient after twelve 
mon‘ 1s. Fifteen patients who relaps- 
ed o became re-infected were re- 
treated with excellent results. 

Anebic hepatitis (nine patients) 
and amebic abscess (two patients) 
responded well to treatment. 

Toxic effects included nausea (14 
per cent), diarrhea (nine per cent), 
vomiting (5 per cent), pruritus (3 
per cent), and tenseness or anxiety 
(3 per cent). These reactions were 
not severe enough, however, to 
prompt discontinuance of the 
therapy. 


(McVay, L. U. and Sprunt, D. H., South. Med. J. 
45:183, 1952.) 

























































































































Abnormal Uterine Bleeding 

In the menopausal age group of 
women irradiation to the ovaries is 
an accepted method of treatment in 
the management of abnormal 
uterine bleeding. There is no con- 
tradindication to the application of 
radiation in the treatment of fibro- 
myomata of the uterus, provided en- 
dometrial biopsy studies for carci- 
noma are negative. In selected cases 
itregularities of uterine bleeding oc- 
curring in females during the child 
bearing age group may also be bene- 
fited. 
oe Neely, Nebraska State Med. J., 6:175. 
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Death Occurring 
in Bronchial Asthma 


In a series of 290 patients with 
bronchial asthma there were seven- 
teen deaths; five of these patients 
died in asthmatic paroxysm; two of 
the patients were of the allergic 
type. 

Necropsy revealed many bronchi 
filled with plugs of tenacious mucus. 
A method of therapy especially suit- 
able for older patients is recom- 
mended. It makes use of broncho- 
dilator drugs (mainly ephedrine and 
amino-phylline), applied at 4-hour in- 
tervals, with potassium iodide as 


supplement. 


(Walzer, I. and Frost, T. T., J. Allergy, 23:204, 
1952.) 


Effect of Mercurial Diuretics 
on the Excretion of Water 


A full therapeutic dose of Mer- 
curin or of Mercuhydrin in man does 
not prevent the stimulation of ab- 
sorption of water by the renal tubule, 
and the formation of hypertonic ur- 
ine, which normally follow the in- 
fusion of pitressin. Mercurial diur- 
etics probably do not interfere spe- 
cifically with the mechanism for 
water absorption in the distal tubule. 
In particular, mercurial diuretics 
did not increase urine flow even 
during maximum sustained wa- 
ter diuresis, and despite a marked 
increase in sodium excretion in 
most of the experiments. 

This finding indicates that the 
mercury does not inhibit proximal 
tubular re-absorption of sodium or 
water. Mercurial diuretics probably 
induce an osmotic type of diuresis 
by delivering into the urine a load 
of osmotically active sodium and 
chlorine ions, due to the partial or 
complete inhibition of the distal ab- 
sorption of these ions. 


(Capps, J. N., Wiggins, W. S., Axelrod, D. R., 
and Pitts, R. F., Circulation, 6:82-89, 1952.) 
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Treatment of Thyroid Cancer 
With Radioactive lodine 


Among the criteria which have 
proved of value in selecting patients 
for I'%! therapy the following may 
be cited: 


A candidate suitable for radioac- 
tive iodine treatment should have 
had total thyroidectomy and also a 
radical neck resection, if indicated. 
If the surgeon has not been able 
to eradicate all palpable or visible 
neoplasm, curative or palliative 
Roentgen-ray therapy may be given 
a chance. If these well-established 
therapies have been’ exhausted, 
biopsy will suggest whether [* 
treatment is applicable. If the pres- 
ence of a follicular and alveolar or 
papillary neoplasm in the primary 
focus and metastases are demon- 
strated, I'*! treatment is indicated. 


Another indication predicting a 


good response to I'3! is the ability 
of the thyroid cancer to concen- 
trate this isotope, as indicated by 


(1) a positive autoradiograph; (2) 
a high uptake in the metastasis reg- 
istered by an external gamma count- 
er or urinary excretion during the 
first 48 to 96 hours of less than 30 
per cent of the administered dose of 
I'31; or (4) a low level of I'*! in 
the circulating blood after a tracer 
dose of this isotope. A more nearly 
complete response is obtained by 
increasing the TSH (Thyroid Stim- 
ulating Hormone) effect on metas- 
tases by means of a total thyroid- 
ectomy, by thiouracil administra- 
tion, or by exogenous administra- 
tion of TSH. 


Temporary contra-indications to 
I'31 therapy include clinical myxe- 
dema, treatment with desiccated 
thyroid or with iodides, or the hy- 
perplasia of bone marrow. 
(Beierwaltes, W. H. Ann. Int. Med. 37:23, 1952.) 


Therapeutic Value of 
Probenecid (Benemid) in Gout 


The therapeutic potentialities of 
probenecid in the treatment o’ re. 
current gout and chronic gout: ar. 
thritis were studied in twenty pa. 
tients, ten of whom were followed 
for five to seven months. 


Probenecid therapy apparently 
proved effective in the treatment of 
chronic gouty arthritis. Administra. 
tion of daily doses of 2 Gm. of this 
compound produced within 72 hours 
a drop in serum uric acid to a 
average level of 55 per cent of the 
controls. Urate excretion was at the 
same time increased by 35 to 2M 
per cent, and urate clearances re 
mained similarly augmented during 
the probenecid therapy. 


In three patients with decreased 
renal function, probenecid produced 
no fall in the serum uric acid level. 
Simultaneous administration of 
acetylsalicylic acid completely ar 
nulled the effect of probenecid in 
lowering the serum uric acid level. 


Probenecid effectively improvei 
the joint movement in all patients, 
with subsidence in pain and swelling. 
Acute attacks of gout developed in 
some patients soon after treatment 
was commenced, but their incidence 
diminished with the protraction d 
the therapy. 


No significant or consistent changes 
were observed in the serum elec 
trolyte equilibria, or in the blood 
cell distribution. Hepatic and rend 
function tests similarly remained 
normal. A mild hematuria from uw 
ate crystals occurred in one p? 
tient during the early stage of treat 
ment. 


(Pascale, L. R., Dubin, A., and Hoffmal, 
W. S., J.A.M.A. 149:1188, 1952.) 
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TUBE “CULOSIS. By Paul Solomon, M.D. Cow- 
ard- ‘cCann, Inc., New York, 1952. 310 pages. 
Clo: . $3.50. 

There is an abundance of medical 
info: mation books for the general 
puble. One sometimes wonders 
wheiner this trend of enlightening 
the .ayman with frequently over- 
simplified expositions of medical 
prob.ems does not mean populariz- 
ing subjects which cannot be gen- 
erally understood and valued as they 
are, and remain, in flux. Fortunate- 
ly, Dr. Solomon’s book avoids these 
probiematic pitfalls. This is partly 
due to the fact that tuberculosis is 
receding in this country because of 
effective preventive measures and 
treatment methods, and also because 
of the judicious and critical way in 
which he deals with the questions in- 
volved. Cause, history and statistics 
of tuberculosis are first presented. 
A short outline of anatomy and physi- 
ology of the lungs is followed by a 
description of the infective process 
and a classification of pulmonary tu- 
berculosis. The subsequent chapters 
depict diagnosis and treatment, re- 
habilitation, nonpulmonary tubercu- 
losis, bovine tuberculosis and BCG 
(Bacillus Calmette-Gudrin). The 
book closes with a program of abol- 
ishing tuberculosis. The merit of 
this book can be seen in that it is a 
good compilation of facts and prob- 
lems of tuberculosis not only for the 
layman but for the general practi- 
tioner as well. 


April, 1953 


CANCER—NEW ASTRO CE, NEW HOPE. 
By Boris Sokoloff Ph.D. The Devin- 
Adair Company, New Vor 1952. 243 pages. 
Cloth. $3.75. 


Dr. Sokoloff, director of the Bio- 
Research Laboratories, Florida 
Southern College, has presented a 
concise and critical survey of the 
cancer problem. As to the etiology 
— chemical, hormonal, nutritional, 
metabolic, bacterial, viral — he does 
not take sides but describes the 
various approaches with great clar- 
ity. A similarly detached attitude is 
set forth in regard to the treatment 
methods. Although the author is 
pointedly skeptical towards all ther- 
apeutical procedures which promise 
cures and towards those which do 
not fulfill all scientific control re- 
quirements. He remains objective 
and open-minded in reviewing all 
possible ways which may lead to the 
improvement of the treatment situa- 
tion. This book, because of its lucid 
comprehensiveness and its pleasant 
diction is highly recommended. 


HANDBOOK OF ORTHOPEDIC SURGERY. By 
Alfred Rives Shands, Jr., M.D., in Collaboration 
with Richard Beverly Ranev, M.D., Fourth Edi- 
tion. The C. V. Mosby Company, St. Louis, 
1952. 644 pages. Cloth. $8.00. 


Whoever wishes to possess a ready 
source of orientation in all important 
problems of orthopedics will be well 
served with the fourth edition of this 
book. It is a book for the practi- 
tioner, stressing the essentials and 
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the outstanding viewpoints, and omit- 
ting less important details. It dedi- 
cates two chapters to congenital de- 
formities, seven chapters to impair- 
ments of bones and joints including 
arthritis. Neuromuscular disabilities 
are dealt with in two chapters, sec- 
tions on tumors, fractures, spine and 
thorax affections, low back affec- 
tions, hip, knee, ankle and foot, neck 
and shoulder, elbow, wrist, hand and 
jaw affections. The illustrations are 
well selected. 

MAN, THE CHEMICAL MACHINE. By Ernest 
Borek. Columbia es Press, New York, 
1952. 219 pages. Cloth. $3.00 
It is rare that one encounters a 

book which with a particular clarity 

of its exposition encompasses lucidly 
and comprehensively an entire prov- 
ince of biology. Borek has set forth 
in a fashion understandable to any 
physician the subject of biological 
chemistry. With vividness and criti- 
cal restriction, the author describes 
the development and the achieve- 
ments in the realms of the enzymes, 
the vitamins, the sugars, the iso- 
topes, the amino acids and proteins, 
the antibodies, the genes, the brain 


HISTORICAL NOTE 


physiology. No special chemicz1 or 
physiological knowledge is necessary 
to follow the author in the cour:e of 
his presentation. One is ampl) re 
warded by the enlightenment which 
the author has conveyed to the 
reader. 

ESSENTIALS OF MEDICAL RESEARCF. By 


Wallace Marshall, M.D. Vantage Press, Inc, 
New York. 176 pages. Cloth. $3.00. 


Essentially, this is a textbool: for 
medical students and physicians, in- 
terested in research, of the funda- 
mentals of medical research. In 
this respect, this volume is unique. 
All approaches to medical research 
are concisely discussed, not only the 
specific scientific tools, but also the 
auxiliary means such as medico- 
legal aspects, preparing of reports, 
publicity and ethics, etc. The author, 
who himself has gone through many 
difficulties of medical research with 
limited facilities, is well equipped to 
speak authoritatively about this sub- 
ject. The book is written in clear 
language and accentuates the rele- 
vant features of medical research, 
omitting confusing details. It is rec- 
ommended. 


RAT BITE FEVER 


Steptothrix was first cultured from the blood of a patient by 
H. Schottmueller. Zur Aetiologie und Klinik der Bisskrankheit. Der- 
matol. Wchnschr, (supp.) 58:77, 1914. Three years afterward it was 
discovered that in rat bite fever there are two etiologic agents: 


spirillum minus and steptothrix moniliformis (K. Kutaki; 


- I, Zakati; 


T. Taniguchi and S. Osumi, Spirochaete monsus muris: The cause of 
Rat Bite Fever. J, Exp. Med. 25:33, January, 1917. 
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